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The Wm. S. Merrell Company... Pioneer in Medicine for over 125 Years 


only Kolantyl® 


provides this 
four way relief 
of peptic ulcer 


Compare the four way action of Kolantyl! 
with your prescription for peptic ulcer. 


Antipeptic 
Antispasmodic* 


Antilysozyme- 
Demulcent 


Merrell's, antispasmodic that i is more e 
than atroptne—free backfire’. 


from “belladonna 


Every ulcer patient you see 
wants RELIEF — prompt relief. 
Only Kolantyl provides this four 
way approach to peptic ulcer: 
antacid, antipeptic, antispasmodic 
and antilysozyme-demulcent. 


Give your next ulcer patient 
economical four way relief... 
prescribe good-tasting Kolantyl. 


Kolantyl 


New York 
CINCINNATI Merrell 
St. Thomas, Ontario 


Appearance of active duodenal ulcer 
after 12 weeks ambulatory treat- 
ment with diet and Kolantyl, marked 
clinical improvement.1 

Prescribe Kolantyl for 
prompt relief of peptic ulcer, 
gastritis, hyperacidity. 
action: 

Antacid(magnesium oxide, alu- 
minum hydroxide) for almost 
immediate, prolonged neutrali- 
zation of acid without rebound. 


Antipeptic (sodium laury] sul- 
fate) inhibits necrotic action of 
pepsin and lysozyme. 
Antispasmodic (Bentyl) re- 
lieves painful spasm comfort- 
ably; superior to atropine.2 


Demulcent (methylcellulose) 
provides a protective coating of 
the ulcerated area. 


composition: 

Each tablet or 10 cc. Kolantyl Gel 
contains: 

Bentyl Hydrochloride ... 5 mg. 
Aluminum Hydroxide Gel . 400 mg. 
Magnesium Oxide ..... 200 mg. 
Sodium Lauryl Sulfate... 25 mg. 
Methyleellulose ....... 100 mg. 


dosage: 

Prescribe two to four teaspoonfuls 
Kolantyl Gel or two tablets (chewed 
for more rapid action) every 3 
hours, or as needed for relief. 

Gel supplied in 12 oz. bottles—Tab- 
lets in bottles of 100 and 1,000. 

1. HUFFORD, A. R.: MICH. STATE MED. SOC. 49:1308, 


1950. 2. MC HARDY, G. AND BROWNE, D.: SOU. MED. 
J. 45:1139, 1952. 
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Intestinal Obstruction 
William S. McCune, M.D. 
A discussion of diagnosis and management. 


A Method for Treating Emotionally 

Induced Illness . . . . 43 
John A. Schindler, M. D. 
sai of a technique that places minimal demands on 


the physician’s time. 
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Diagnosis of Neurologic Disorders . . 47 


James L. O'Leary, M.D. and Joseph J. Gitt, M.D. 


How to recognize the common neurologic disorders that may 
confront the general practitioner in his office. 


Mental Retardation . .... . 57 
Jerome Natt, M.D. 


A general practitioner’s view of the problem of the child 
whose mind develops slowly and to a limited degree. 


Practical Management of Constipation . 61 
Harris V. Lilga, M.D. 


A clinical approach to evaluation and treatment of patients 
having constipation or “irritable colon.” 


Evaluation of the Mechanical Abrasion 
Morrison D. Beers, M.D. 


A description of treatment of severe acne scars by the “sand- 
paper” 


Pellagrous Dermatitis Following Use of 

General Practice. Materials for Publication should be ad- Antibiotics . 

dressed to the Editorial and Business Offices: Broadway at George orris 

Thirty-fourth St., Kansas City 11, Missouri. Publication Office disord: 

(printer): 350 East 22nd Street, Chicago 16, Illinois. One A descrip tion of the lypes of skin that fo 

dollar a copy. By subscription: $5.00 a year to members of antibiotic ther 

the American Academy of General Practice, $10.00 a year : 

to others in U.S.A. $12.00 in Canada; $14,00 in other foreign Practical Thecepentio—"Tsdejlene 

countries. Entered as second-class matter at the post office I h 

at Kansas City 8, Missouri, Additional entry at Chicago, Melamine (TEM) site acd = ’ 
Illinois. Printed in U.S.A. by R. R. Donnelley & Sons Company Malignant Diseases a4 
ot The lakeside Press, Chicago. Copyright, 1954, by the R. Wayne Rundies, M.D. 


American Academy of General Practice. 


An evaluation of TEM in the treatment of neoplastic diseases. « 
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Of the four leading sulfonamides prescribed in 
infections of the urinary tract, “Thiosulfil’’ has been 
demonstrated to be the most soluble. It is this 
greater solubility plus high bacteriostatic activity 
and low acetylation rate which make 


‘THIOSULFIL: 


the safest and most effective sulfonamide yet presented for 


urinary tract infections 


Rapid transport fo site of infection for early and effec 
Rapid renal clearance : 
Minimum toxicity 
Minimum risk of sensitization 
No alkalinization required 
No forcing of fluids 
“TH 
brand of sulfamethylthiadi 
SUSPENSION 
No. 914 — 
0.25 Gm. per 5 cc. 
Bottles of 4 and 16 fividounces 
TABLETS 
No. 785 — 
0.25 Gm. per tablet 
Bottles of 100 and 1,000 


SULFADIAZINE SULFADIMETINE SULFISOXAZOLE “THIOSULFIL" 


ae Solubility comparison at pH 6 in human urine at 37° C. 
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Latest Reports From Doctors* 
On OS-Cal and OS-Vim 


(Oyster Shell Calcium) 


LEG CRAMPS STOPPED IN 
1,376 OUT OF 1,483 CASES! 


*Personal communications 


More and more doctors are finding 
that the better assimilation of oyster 
shell calcium in OS-Cal and OS-Vim 
gives results within 72 hours in more 
than 80% of cases. 


This is a Frequent Statement: 


Many doctors say: "I have not 
experienced a single case of leg 
cramps in pregnancy since using 
OS-Cal (or OS-Vim) as a 

source of calcium." 


4 Forms Now Available 


OS-Cal may be prescribed in 3 
forms: OS-Cal Tablets with Vitamin 
D (500 U.S.P. units) ; OS-Cal Tab- 
lets with Vitamin D and Iron (10 
mg.); or Liquid OS-Cal with Vita- 


OS-Vim, the smallest complete OB 
tablet now on the market, provides 
oyster shell calcium plus vitamins 
and minerals required in pregnancy. 


Prove the better assimilation of 
oyster shell calcium yourself. Order 
direct or have your druggist obtain 


a supply. Samples and literature on 
request. 


MARION LABORATORIES 
Troost Ave. at 42nd St. 
Kansas City, Missouri 
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Out in front... 


in treatment 


of 


hypertension 


SQUIBB RAUWOLFIA 


More physicians write prescriptions for Raudixin than for all other 
forms of rauwolfia combined. The reasons for this choice are sound: 


e Raudixin contains the standardized whole root of 
Rauwolfia serpentina. There is no definite evidence 

that any alkaloid or fraction has all the beneficial actions 
of the whole crude root. 


e Raudixin lowers blood pressure moderately, gradually, 
stably. It also slows the pulse and has a mild sedative effect. 
e Raudixin is the safe hypotensive agent. It causes no 
dangerous reactions and almost no unpleasant ones. 


e Raudixin is often effective alone in mild to moderate 
hypertension of the labile type. In more severe cases it is 
effectively combined with other hypotensive agents. 


50 and 100 mg. tablets, bottles of 100 


IBB “RAUDIXIN’ 1S A TRADEMARK 
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Natalins 
the new omaller| prenatal capoulee 
smaller sige 


easier to swallow 


omall, dosage 


only three capsules daily 
ula: ly supply: 


Unlike ordinary prenatal capsules, Vitamin A 
Natalins can be prescribed with assurance = scorbie acid 


of acceptance throughout pregnancy. 

Natalins are much smaller, much easier Calum pentahenate 
to swallow, and do not aggravate or cause — = 
nausea or regurgitation. Iron (from ferrous sulfate) 

fesies veal bone ash to supply: 
Only 3 Natalins daily supply generously a 
protective amounts of vitamins and min- Natalins also contain traces of copper, zinc, manga- 
Nese, magnesium and fluorine. 

erals to supplement the pregnant patient's All vitamins are in synthetic, hypoallergenic form, 


uncertain food intake. Supplied in bottles of 100 and 500. 


T MEAD) MEAD JOHNSON & COMPANY » EVANSVILLE, INDIANA, U.S.A. 
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real relaxation 


m anxious, restless patient 
Relaxation with Seconesin is prompt—more complete because 
Ps it relaxes mental and physical tension; safer because elimination 
Seconesin tablet contains: \aa! is prompt, no cumulation, no “hangover,” no logyness. Patients 


Each lime-green, scored 


Mephenesin 400 mg. _ 


“feel better”—pleasantly relaxed but mentally alert by day— 


and Secobarbital 30 mg. “Ei sleep better at night. 
' Why not send for samples and detailed literature. 


CROOKES LABORATORIES, INC. (Creches) MINEOLA, NEW YORK 
Therapeutic Preparations for the Medical Profession 
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IN GERIATRICS... 


“Subclinical Hypothyroidism” 


may be the answer 


One of the subtie changes of advancing age, which may result in my- 
ocardial damage, anemia and intellectual retrogression, is mild hypo- 
thyroidism which “‘is far more prevalent than is generally realized.”! 

In the group studied, Kimble and Stieglitz found chronic fatigue the 
most prominent symptom, with diminished cold tolerance, tendency to 
gain weight, generalized muscular aches, poor memory, palpitation 
and constipation frequent complaints. 


Thyrobex’ 


Thyrobex contains Thyroid Duo-sayed—check-tested by two assays™ 
and B vitamins—as increase of the metabolic rate demands increased 
vitamin B complex intake. In addition Thyrobex supplies the antithyro- 
toxic factor of liver which has been shown to offset side reactions to 
thyroid. 


**Thyrobex contains Thyroid Duo-sayed®—assayed for total iodine content and thyroxin content, for more reliable results.2 
1. Kimble, S. T., and Stieglitz, E. J.: Hypothyroidism: A Geriatric Problem, Geriatrics 7:20-31 (Jan.-Feb.) 1952. 
2. Robertson, J. D., and Kirkpatrick, H. F. W.: Brit. M. J. 1:624 (Mar. 22) 1952. 
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Green light for asthma? 


not necessarily oe Prompt and prolonged relief with 


Tedral can be initiated any time, day or night, 
whenever needed, without fear of incapacitat- 
ing side effects. 


Tedral, taken at the first sign of attack, often 


forestalls severe symptoms. 
Tedral provides: 


theophylline ............. 
ephedrine 
becomes easier as Tedral relaxes smooth muscle, phenobarbital 


reduces tissue edema, provides mild sedation. in boxes of 24,120 and 1000 tablets 
for 4 full hours...Tedral maintains more 


® 
normal respiration for a sustained period—not 
just a momentary pause in the attack. e& r ck 


WARNER-CHILCOTT 


NEW YORK 


relief in minutes . . . Tedral brings symp- 


tomatic relief in a matter of minutes. Breathing 
‘ 
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Yours Cruly.. . 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Veratrum Therapy Clarified 


Dear Dr. Hussey: 

The “Information Please” section of the January, 1954, 
issue of GP includes the following questions: 

“Is protoveratrine (Veralba—Pitman-Moore) a safe and 
adequate hypotensive agent ? Can it be controlled for ambula- 
tory use? Does it have any effect in reducing the progress or 
complications of hypertension?” 

The answer, we believe, will be confusing to many readers 
of GP, since it does not point out that protoveratrine (Ver- 
alba) is a pure alkaloid from Veratrum album, whereas the 
“similar” products mentioned are mixtures of alkaloids from 
Veratrum viride, which contain only minute quantities of 
protoveratrine. In Veralba, the crystalline alkaloid is 
chemically standardized, resulting in a product of uniform 
potency and, therefore, more uniform clinical results with a 
lowered incidence of annoying side effects. 

In addition, Veralba is available as both tablets and a form 
for parenteral use. One of the products mentioned is only 
supplied for injection. Since the questions dealt with treat- 
ment of the ambulatory patient, a parenteral form would 
seldom be used. 

Furthermore, it seems somewhat strange to us that the 
only reference given is to the paper by Freis and Finnerty 
which discusses various Veratrum products, including the 
crude, powdered plant and purified fractions, in one section 
of a paper on the treatment of severe hypertension. Since the 
question referred to “protoveratrine (Veralba—Pitman- 
Moore),” it would seem that references, such as the follow- 
ing, would have been more appropriate: 

Currens, Myers, and White: The Use of Protoveratrine 
in the Treatment of Hypertensive Vascular Disease, Ameri- 
can Heart Journal, 46: 576-592 (Oct.) 1953. 

Edward Meilman: The Medical Management of Arterial 
Hypertension, New England Journal of Medicine, 248: 894- 
902 (May 21) 1953. 

In view of the above, we would appréciate your publishing 
a clarification of the remarks in answer to the questions as 
published, since these indicate that protoveratrine is essen- 
tially the same as other Veratrum preparations. Because it 
1s a pure alkaloid from a different species and because it is 
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chemically assayed, we believe we are justified in feeling 
that it is unique form of Veratrum therapy and as such should 
not be too casually lumped in with other available pharma- 
ceuticals. 
Pur A. Boyer, Jr., M.D. 
Associate in Clinical Research 
Pitman-Moore Company 
Indianapolis, Indiana 


Best PR Explanation 
Dear Mr. Cahal: 


Your “Memo” in the February issue is the clearest ex- 
planation of public relations that this writer, a public rela- 
tions man himself, has seen in quite a while. 

Two factors emerge distinctly, and perhaps it is helpful 
to think of them as branches in the study of public relations, 
or the practice of good public relations. 

They are conduct and communications. When you point 
out, justifiably, that many physicians confuse public rela- 
tions with simply ‘putting a story in the paper’, you indi- 
cate that they are overemphasizing the communications or 
publicity aspect. Public relations people often encounter 
this misunderstanding. Moreover, when you stress the fact 
that first you try to improve the service to patients, you are 
citing the primary importance of conduct. 

Considered conduct and use of communications, marked 
by moral overtones and familiarity with people’s attitudes, 
characterize the public relations function of any individual 
or group. 

An interesting indication of the direction in which public 
relations has developed, is the fact that although most PR 
men are still former newspapermen who are expert in 
publicity, the academic prerequisites seem to center more 
and more around social psychology. 

Everyone, in a general sense, practices public relations. 
He conducts himself in a manner worth the respect of 
others, and he informs or communicates to others. Com- 
munications, or publicity if you will, is defensible on grounds 
that no group can participate fully in a highly developed 
society by remaining incommunicado. The communications 

(Continued on page 23) 
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wide distribution in body tissues and fluids, prompt 


advantages of rapid absorption, 


response and excellent toleration, the 


extensive experience of physicians in successfully 


treating many common infections due to susceptible 
gram-positive and gram-negative bacteria, rickettsiae, 


spirochetes, certain set viruses and protozoa, have 
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as a broad- spectrum antibiotic of choice 
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(Continued from page 21) 
aspect has become particularly important in the medical 
field because the public wants very much to get some in- 
formation. 

Good sense and good taste do suggest, however, as you 
put it so succinctly in your last sentence, that “the most 
effective publicity is the subtlest.” 

Davin A. Exruicu 
Press Relations Director 
New York, N. Y. 


A deep bow from the waist and humble thanks for this 
cogent and flattering endorsement from an expert.—PUBLISHER 


Fancy Title? 


Dear Sir: 

In reading through the transactions of the 1953 Scientific 
Assembly, one of the most important issues presented before 
the Congress of Delegates had to do with the changing of the 
name from General Practitioner to ‘Personal Physician.” 
I have never been very happy about the term ‘Personal 
Physician,” for I have always thought of this type of physi- 
cian as a personal physician to, let us say, the President of 
the United States, the King of England, or some foreign 
potentate. 

To my mind, the term “General Physician” is certainly 
most appropriate, all inclusive. This term immediately takes 
us out of the realm of endeavoring to sound too “big” with 
“Personal Physician,” and likewise does not encompass all 


the practitioners of the various healing arts who are not 
physicians. 
I would most certainly like to read in these pages the 
feelings of my fellow Academy members about this problem. 
I. Frouman, M.D. 
Washington, D. C. 


Head of the Class 


Dear Sir: 

I am writing this letter to you with a definite purpose. 
I want to compliment you on the journal, GP, which I feel 
is the finest publication that I am receiving at the present 
time. The materials presented are of immeasurable assistance 
to the general practitioner and are of a type that is found in 
no other journal. I am very happy to be receiving GP and 
only wish that I had subscribed sooner. 

Grorce E. M.D. 

Washington, Pennsylvania 


Soul Searching 


Dear Sir: 

Dr. Edwin Matlin’s letter in the December issue of GP 
entitled, ‘What Do You Do?”, touched on one of my pet 
subjects: the so-called medical ethics. I am glad his remarks 
pointed up the situation within our own ranks and not about 
the ethics we would like to have applied to us by our spe- 
cialist friends. 

(Continued on page 25) 
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Renewed hope for the palsied with 


RABELLON. 


COMPOUND OF BELLADONNA ALKALOIDS 


The improved handwriting of your patient is testi- 
mony for RABELLON— graphic proof of the gratifying 
results you achieve in parkinsonism. 

“None of the newer drugs [has proved] as effective.” 
Clinical reports® stress improvement in muscle rigidity 
and pain, speech, tics, gait and facies. The patient finds 
it easier to do a host of simple tasks, formerly virtually 


impossible. Thus, “his mental attitude often improves.” 
Quick Information: Each RABELLON tablet contains 
hyoscyamine hydrobromide 0.4507 mg., atropine sul- 
fate 0.0372 mg. and scopolamine hydrobromide 0.0119 
mg., for synergistic effect. Quarter-sected tablets. Dos- 
age schedule in package circular. 

References: 1. Postgrad. Med. 9:65, 1952. 2. Calif. Med. 73:322, 1950. 


GP ¢ Volume IX, Number 5 


4 
ave 
“DOHM 
QIVISION OF MERCK & CO., 
ata 
nk 4 “ 2 
| 
+ 
24 


(Continued from page 23) 

Here I must say that most of the specialists I have come in 
contact with are much more careful about their relations 
with other M.D.’s, if for no other reason than the fact that 
they realize theiz practice depends upon referrals. We get 
pretty upset when a specialist to whom we referred a patient 
fails to send us a report or return the patient to us. How 
often, however, do we take time to even call up a colleague 
whose patient we may have seen on his day off, and report 
our findings and treatments. We will not even mention that 
we should avoid trying to take such a patient into our own 
fold. 

Like ethics of any kind, we tend to twist them to suit our 
own purpose. Admittedly there are a great many facets to 
this problem of medical ethics, but one aspect seems to be 
the most important to me; that is, to call a spade a spade, 
patient stealing. As Dr. Matlin points out, nearly every 
patient we see was at one time or another someone else’s 
patient. Stray dogs usually have had an owner also, but we 
don’t usually entice them to stay with us unless we have an 
effort, however minimal, to find the owner. Let’s not split 
hairs, but merely say, that if a patient comes to you, and a 
reasonable time has elapsed since last consulting a physician, 
and possibly a new disease condition has appeared, then you 


might reasonably assume that he is fair game. An effort to 


find out who the last M.D. was and why the patient left, may \ supplements 
help you in your evaluation of the patient, and you may be spaces out B,, injections 


able to clear up some physician-patient misunderstanding, ie 
and thus peg our public relation a notch higher. replaces 


I agree heartily with Dr. Matlin that ethics could be best 
fulfilled by following the Golden Rule. Unfortunately, how- 
ever, some only consider the golden portion of this. I hope 
that by a little freer discussion of medical ethics among our- 
selves, we may all come to a better understanding of this 
problem. 

James G. Krrcnen II, M.D. 


Pocono Lake, Pennsylvania 


BIOPAR 


X-ray Pelvimetry ay vitamin B,, 


Dear Sir: ON Xd and 

I read with great interest an article published in GP for 
May, 1953, regarding x-ray pelvimetry by the differential TE intrinsic factor Armour 7 
divergent distortion method. | 


However, to my dismay I noted that my x-ray machine ( Each Biopar tablet supplies: 
could not be adjusted for a target-film distance of 40 inches. Vitamin Biz 
It would go only to 38 inches. ’ Crystalline U.S.P... 6 meg. 

Is there a method whereby I could use the prepared Intrinsic Factor 
nomogram by, say for instance, shooting two films at tar- \ 
get distance of 23 inches and 38 inches, or would there be 
significant error in using 25 inches and 38 inches? 

A. B. Vianakos, M.D. 

Pasadena, Texas 


This query was referred to the author of the article on pelvi- 
metry, Dr. Marvin H. Grody. His reply follows.—Eprror 


Dear Dr. Vlahakos: 
Thank you very much for your interest in my article on 
pelvimetry, 
Your problem is very easily solved. The exact measure- 
ments of 40 inches and 25 inches are not important in them- 


(Continued on page 27) 
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when his need is greatest... postoperatively 


Severe or rapid depletion of water-soluble vitamins is effectively 
and optimally countered by ASF — Anti-Stress Formula. Fulfilling 
the recommendations of the Committee on Therapeutic Nutrition, 
National Research Council, ASF supplies the critical vitamin needs 
of the patient during periods of physiological stress. 


Each ASF Capsule contains: Thiamine Mononitrate 
Riboflavin 
Niacinamide 
Pyridoxine Hydrochloride ... 
Calcium Pantothenate 
Ascorbic Acid 
Vitamin Activity 
Folie Acid 
Menadione (vitamin K analog) 


Dosage: 2 capsules daily in severe pathologic conditions; 
1 capsule daily when convalescence is established. 


stres< K' * Supplied: bottles of 30 and 100. 
(Anti-Stress Formula) 


BASIC PHARMACEUTICALS FOR NEEDS BASIC TO MEDICINE 
536 Lake Shore Drive, Chicago 11, Illinois 
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(Continued from page 25) 

selves. The truly important aspect of the technique of x-ray 
pelvimetry described is the maintenance of a constant ratio. 
To state this more clearly, for machines on which a true forty- 
inch target-film distance is not quite obtainable, use the maxi- 
mum distance and take five-eighths of it for the near shift 
position. For example, 38 inches and 233% inches, cor- 
responding respectively to 40 inches and 25 inches, will give 
satisfactory results. The same formula and the same nomo- 
gram are applicable to these two measurements as they are to 
the 40-inch and 25-inch distances. 

Enclosed you will find a reprint of the original article. The 
original publication was entirely correct except for figures 
13 and 14, which were thoroughly corrected in a later issue. 
The enclosed reprint represents them as they should be. 

Thank you again for your interest in my article. If any 
further difficulty should arise, I shall be glad to be of 
assistance if possible. 

Marvin H. Gropy, M.D. 
Hartford, Connecticut 


Layout Pays Dividends 


Dear Sir: 

I can’t compliment you enough on your beautiful presen- 
tation of my article ‘Proper Care of X-Ray Equipment Pays 
Dividends” in the February issue. The illustrations must 
have posed quite a problem in layout, not to mention the 
length of the text. 

May I also say how strongly impressed I was with the 
Publisher’s Memo in the same issue, which expressed so well 
the importance of improved medical public relations. I 
particularly liked the last sentence. 

Davin GooDMAN 
X-Ray Department 
General Electric Company 
Milwaukee, Wisconsin 


Full Partnership in Store 


Dear Sir: 

I am looking for a young man interested in and trained for 
general practice to replace my present associate who is leav- 
ing June 1 for specialty training. My practice is a large one, 
located in a small town ten miles from excellent hospital 
facilities, and can grow as much as the ambition of an as- 
sociate encourages him to work. 

I occupy a new clinic building for two—completely 
equipped, even for x-ray and minor surgery. An applicant 
needs no equipment or investment other than a car and 
Washington license. I will only offer to the proper person a 
percentage of the office net, which will grow as his practice 
grows, and will bend every effort to assist him in improving 
his practice. 

It is necessary that he be qualified to do obstetrics but 
not major surgery, as I do my own. The aim of a percentage 
association is a full partnership for the proper man. I am not 
interested in applicants who demand a minimum salary 
guarantee and a maximum time off. 

Applicants who are interested in such a position should 
contact me at Cashmere Medical Center, 303 Cottage Avenue. 

Cuartes E. Conner, M.D. 
Cashmere Medical Center 
Cashmere, Washington 
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WATER BUFFALO 


HIDE 
ONLY 100 AVAILABLE 


Tough is the word for it! The manu- 
facturer had just enough of this nasty 
brute’s hide to make up 100 bags for us 
—not enough to put into his regular line. 
Russet brown color. Buffalo grain. 
Fully lined with heavy, washable vinyl. 
Bottle pad loop and full length pocket 
inside. 16” length. 
As to workmanship—you won't beat it in 
a $25.00 bag. Extra strong seams, no 
rough edges. Adjustable latch. Com- 
fortable handles. A bag you'll be proud 
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controls hypertension 


‘Provell 


aleate’ 


(Protoveratrine A and B Maleates, Lilly) 


consistent, safe, 
reduces work-load on heart 


assayed chemically 
and biologically 


Tablets No. 1778, 0.5 mg., cross-scored to facili- 
tate accurate dosage. 


Adjusted to need. 


May we send literature? 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 
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Editorials 


Emotionally Induced Illness 


Last month GP published a scientific article in 
which Dr. John A. Schindler reported on the pres- 
ent status of therapy by general physicians of emo- 
tionally induced illness. For this common medical 
problem, he found that the most prevalent tech- 
nique of treatment is what he calls ‘substitution 
therapy.” Commenting on the antiquity of this 
technique, he defined it as “substituting, in the 
explanation to the patient of why he feels like he 
does, an organic reason for the illness and symp- 
toms. The therapist then follows with measures 
ostensibly aimed at this substitute organic diag- 
nosis.” Schindler cited some examples of substitute 
diagnoses that are especially bad because they 
thoughtlessly add new problems to the patient’s 
old ones—poorly functioning gallbladder,” 
“chronic appendicitis,” or ‘‘ovarian disease.”’ He also 
mentioned some that are more artfully contrived 
—‘a slightly low blood count” or “a slightly high 
(or low) basal metabolic rate.” 

Schindler concluded that substitution therapy is 
neither dishonest nor outmoded. In the first place, 
when it is persuasively suggestive and is adapted to 
the intellectual level of the patient, this technique 
gets good results—usually for about two months, 
occasionally longer. In the second place, Schindler 
suggested that this application of the Art of Med- 
icine is widely used because it is “‘the best method 
available in the time they (physicians) have at their 
disposal.” Still, the author held to the thought that 
substitution therapy should be replaced because it 
seldom provides good results that last beyond two 
months, and because it leads to a high incidence of 
latrogenic illness. 

In sum, Schindler re-emphasized that emotion- 
ally induced illness is common; that general appli- 
cation of substitution therapy and other current 
techniques of treatment is ineffective or impractical 
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or both; and that physicians need to devise new 
methods, if their patients are to be helped proper- 
ly, and if quackery is to be curtailed. In this issue 
of GP, the author tells about a method that he has 
tried and found successful for some patients. 

Aside from the incidental and usually temporary 
use of symptomatic medication, Schindler’s method 
has three phases. Phase one entails a thorough pre- 
liminary examination that enables the physician to 
tell the patient assuredly that there is no evidence 
of physical (structural) abnormality and that the 
patient’s problem is one of improper function. The 
distinction between “physical” and “functional” is 
taught by simple analogy. Then the patient is 
asked to return on the following day (with spouse, 
if available) so that a period of education can begin. 

This education is provided in phase two at the 
physician’s office by means of illustrated recorded 
lectures that consume fifteen or more hours of the 
patient’s time but none of the physician’s. From day 
to day or from week to week, duririg the course of 
the education, the patient has opportunities for 
brief discussions with the physician. After the thor- 
ough preliminary physical examination, the total of 
the physician’s time with the patient (phase three) 
averages about thirty minutes. 

Schindler reports that his method has given good 
or fair results in 83 per cent of 200 consecutive 
patients. He writes: “Physicians who are harassed 
by the host of emotionally sick people, and even 
more by a feeling of therapeutic impotence, will 
find that the method described herein will at least 
turn their medical practice from an impotent hell 
into an enjoyable experience. It is first of all therapy 
for the doctor. He need no longer strain the milk of 
his Art by having to sell the patient a course of 
vitamin injections after a course of liver therapy has 
failed.” 

Much of Schindler’s essay is controversial. But 
his premises are correct. Emotionally induced ill- 


= 


nesses are prevalent, and general physicians do need 
therapeutic methods that are more effective and 
less tainted with witch doctory. Without reference 
to the merits of Schindler’s method, this much can 
be said: He has tried to fill an urgent need. If the 
publication of his articles in GP accomplishes 
nothing more, it is sincerely hoped that other phy- 
sicians will be stimulated to match his effort. 


In a special article on postgraduate medical educa- 
tion, which appeared in the New England Journal 
of Medicine for February 11, 1954, Ellis assayed 
the methods and opportunities currently available 
for retraining practicing physicians. Of all methods, 
he gave highest rating to participation in the ac- 
tivities of a teaching hospital. He wrote, “*. .. The 
best modern physician education is obtained by 
daily attendance at a large modern teaching hospital 
with exposure to the stimulus of eager residents and 
medical students in discussions at the bedside of 
well studied patients ...’ However, he granted 
that this opportunity is available to compara- 
tively few physicians. Still, he argued that an ef- 
fective approximation can be worked out in almost 
any hospital. For this purpose he advocated regular 
sessions of the grand-rounds type, with actual case 
presentations as a basis for discussion. 

Noting that physicians are busy men and that 
many of them are dilatory in their efforts to keep 
abreast, Ellis presented some ideas for prodding 
the laggards. Early in his article, he paid tribute 
to the American Academy of General Practice for its 
policy of requiring “recurrent medical refreshment 
for continuing membership.” He more or less im- 
plied that other special societies would do well to 
follow the Academy’s lead. He suggested that op- 
portunities for education should be offered on the 
home ground for the purpose of making attendance 
easier. “Furthermore,” he wrote, “patterns of pro- 
fessional behavior tend to be set up that are catch- 
ing since most human beings are by nature con- 
formists.” 

As a guide for others who are interested in the 
education of practicing physicians, perhaps the 
most valuable part of Ellis’ article was his brief 
description of the Massachusetts Postgraduate Medi- 
cal Institute. This body was designed to co-ordinate 
the activities of all agencies concerned with post- 
graduate education. It will offer assistance to groups 
that wish to foster local programs, and it will be in 
a position to try new techniques of teaching. 


The development of this Institute is an advance 
that needs to be copied in other parts of the United 
States. In many communities there is a wealth of 
educational effort and a poverty of learning. The 
efficiency quotient is low because of poor teaching 
techniques, lack of planning, and absence of co- 
ordination. It is a reflection of failure to distinguish 
between teaching and offering information. Teaching 
implies that something happens to a learner. True 
teaching is the capacity to imagine ignorance. Of- 
fering information is another kind of performance 
altogether. 


Should Parents Be Told? 


Earty in March, two prominent weeklies—Life and 
the Journal of the American Medical Association— 
published articles on juvenile delinquency. Both 
magazines hammered out the thought that this 
grade-A psychiatric problem has its origin in adult 
instability—particularly, as Life put it, “instability 
of the smaller society which trains (children) for the 
world—the family.” Both magazines stated that de- 
linquency happens in the best of families and is a 
consequence of unwholesome parental attitudes and 
motivations. But beyond this, Life was scooped. 
J.A.M.A. carried the more sensational story. 

Life’s spread took the form of a photographic es- 
say concerned mainly with “bad boys” and what 
happens to them in some state reformatories. “Bad 
girls” were dismissed with a sentence. “There are 
only a fourth as many girl delinquents as there are 
boys,” said Life, “and their problems, which mostly 
involve sexual promiscuity, are less complicated to 
handle.” (Was that a psychiatrist who hollered 
*Wow!”’?) Throughout the article, the editors 
muffed the chance to present the kind of story that 
would make their readers feel ‘Delinquency is my 
problem—or it could be.” 

There were no pictures in the March 6 J.A.M.A. 
article by Johnson and Szurek, but it had a message 
that should be personal to most doctors and to 
many parents. These authors did not discuss delin- 
quencies that are largely determined sociologically 
in slum areas or juvenile gangs. Rather they wrote 
about delinquencies arising in apparently “normal” 
families of good reputation. Their thesis: “. . . that 
parents’ unwitting sanction or indirect encourage- 
ment is a major cause of, and the specific stimulus 
for, such antisocial behavior as fire-setting, stealing, 
truancy, and unacceptable sexuality displayed by 
young delinquents or their adult counterparts, the 
psychopaths.” In essence, they wrote that these 
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youngsters are permitted to grow up with a defect 
in conscience so that the parents may obtain vicari- 
ous gratification of their own poorly integrated im- 
pulses to misbehave. Thus the child is reared as a 
scapegoat for his parents’ antisocial tendencies. 
This complicated relationship is difficult to uncover, 
according to Johnson and Szurek, because it usu- 
ally operates at unconscious levels. Nevertheless, it 
has invariably been found when there has been ade- 
quate opportunity to study both the delinquent and 
his parents. Moreover, the authors added, “We 
have never observed these parental permissions 
without antisocial behavior in at least one child who 
had been chosen as a scapegoat.” 

In the development of their thesis, Johnson and 
Szurek wrote: 

On stealing: “When a parent says, ‘Jimmie has 
never stolen yet, but somehow I worry that he may 
some day,’ further study always unearths the 
mother’s own poorly integrated impulses to cheat 
and steal. The hostile content of her doubts about 
Jimmie is soon revealed, and there are scarcely 
formed fantasies of using him as her scapegoat to 
steal for her.” 

On truancy: “The 6-year-old child, sensing cold- 
ness and rejection, may say angrily, ‘You don’t love 
me. Nobody loves me. I hate you all.’ Then, and not 
infrequently, the specific stimulus may be applied 
by the parent in words such as, ‘Very well! Why 
don’t you just pack your bag and go live some place 
else if you think we’re so awful?’ . . . The suggestion 
to run away comes more frequently from inside the 
home than outside . . .” 

On sexual misbehavior: ‘Parental suspiciousness 
or acute anxiety suggests that alternate forms of be- 
havior may well occur on adolescent dates and 
might even be accepted; inordinate maternal curi- 
osity regarding daughter’s experiences with boys 
carries implied sanction; freely voiced interparental 
accusations of sexual aberrations stunt the child’s 
growth of conscience in these areas; misguided, too 
exciting discussions about sex constitute unwitting 
approval; encouragement or display of undue de- 
grees of nudity at home provides excessive per- 
mission.” 

In their discussion of the management of delin- 
quency, Johnson and Szurek re-emphasized the dif- 
ficulty of uncovering causes, and the need for excep- 
tional skill in their management. For prevention of 
the disorder, the authors advocated letting the pub- 
lic know about these causes, in the hope that such 
knowledge may curb the tendency of adults to ex- 
press their own antisocial impulses by making 
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scapegoats of their children. It was acknowledged 
that this policy may create a new problem—an in- 
crease of neurosis among the adults—but this seems 
the lesser evil. 

Juvenile delinquency concerns everyone—physi- 
cians and parents, rich and poor, church and state. 
Its eradication demands widespread personal in- 
terest. For arousing that interest, the article by 
Johnson and Szurek deserves high rating. Whether 
or not you agree with these authors, they'll wake 
you up. They may even give you a neurosis. 


Doctors Are for Other People 


Puysicians generally are doing their best to con- 
vince the public that the periodic personal health 
survey is a valuable technique for promotion of 
health. By and large, their campaign has been suc- 
cessful, but among those who don’t go in for periodic 
check-ups are the physicians and their wives. It 
would seem that doctors have no taste for their own 
medicine. 

Various blockades—chiefly psychologic—account 
for this paradox. A physician and his wife, by 
custom, receive professional services without charge. 
They have a natural disinclination to impose upon 
a fellow-physician, and consequeritly they seek 
medical care as little as possible—usually waiting 
until there is a specific need. This attitude is quite 
contrary to the philosophy of the periodic check-up, 
which is intended to anticipate the development of 
need. Moreover, the doctor is even more inclined 
than other people to seek the help of a specialist 
directly on the basis of self-diagnosis. Thus, over 
a period of years, he may have consulted a variety 
of specialists without ever having acquired a per- 
sonal physician. 

Some part of a physician’s tendency to avoid 
medical care can be blamed on the natural fear 
that an examination will disclose some serious af- 
fliction. Perhaps this kind of fear is aggravated in 
physicians because they are aware of the limitations 
of present-day therapeutic methods. Uften they 
express an undesirable attitude of resignation to- 
ward the diseases they fear most—coronary heart 
disease, tuberculosis, malignant neoplasms. Com- 
monly, too, they impose this attitude upon members 
of their family. 

A third factor in the doctor’s delinquency toward 
his own healtn is the inept handling he receives 
when he does have occasion to seek medical care. 
Too many physicians treat the physician-patient 
badly. They are attentive enough, but they make 


the mistake of deferring to his wishes, of leaving 
decisions to his discretion, and of forcing him to 
share responsibility for his own diagnosis and treat- 
ment. Thus they put him more in the position of a 
consultant than that of a patient. This unfortunate 
tendency seems all the more evident when it is the 
doctor’s wife who needs attention. 

There is no need to point out for physicians all 
the disadvantages of discontinuous or incomplete 
medical care. They know all the arguments; they 
use them convincingly on the public. Nor is it neces- 
sary to discuss all the methods for removal of the 
factors that keep the doctor from having his share 
of good medical attention. Most of the methods are 
self-evident, with one exception. That exception is 
concerned with the reluctance to impose upon a 
fellow-physician. This blockade disappears when a 
physician realizes that he can pay no higher tribute 
to a colleague than to designate him as the physi- 
cian’s family physician. Anyway, it is time for 
physicians to stop paying lip service to the value of 
periodic physical examinations. If these are good for 
patients, they are also good for doctors and their 
wives. They can be patients too. 


Wanted: Efficiency Expert 


GP for January, 1954, carried an editorial on the 
doctor’s working hours (“The Hours Are Long”). 


That editorial was background music for the con- 
stant refrain—There’s not enough time.” The 
successful private practitioner especially is always 
on the go; he is a study in perpetual motion. There’s 
not enough time to practice medicine and attend 
meetings or read journals or fulfill civic obligations 
or even take a proper vacation. Indeed, there’s not 
enough time to practice medicine as it should be 
practiced, or why should patients be heard com- 
plaining that doctors are too busy? Certainly it 
would seem that physicians and their patients would 
like to find a remedy for this unpleasant busyness. 

In that earlier editorial, it was implied that a 
remedy may be found by seeking methods for im- 
proving the efficiency of medical practice. Of course, 
this has received some attention, but not nearly 
enough. The physician gets hints on using the 
telephone, gadgets for his secretary’s work, advice 
on technical equipment and hiring technicians, and 
arguments in favor of the appointment system. The 
fact remains that he needs more than this. It’s high 
time that some good motion studies were made, to 
cure the doctor’s motion sickness. 

Is there an efficiency expert in the audience? 


Boric Acid—Restoration of Perspective 

In recent years there have been a number of 1ed- 
ical articles attesting to the dangers of poison- 
ing in infants when boric acid is applied to the 
abraded skin. Last June, GP published such an 
article, written by Dr. Clement Brooke. With the 
passage of time, the story of boric acid poisoning 
in infants was picked up by newspapers and maga- 
zines, and in many instances, they applied the 
customary glossy coat of sensationalism. Even Mr. 
Drew Pearson, in his syndicated column for Sep- 
tember 2, 1953, found space to imply that anything 
containing any amount of boric acid is potentially 
hazardous. 

All of this was a good thing as far as it filled 
a need for alerting physicians, pharmacists, and the 
public to the fact that application of high concen- 
trations of boric acid to the skin could cause poi- 
soning. It was unfortunate, however, that the furor 
about such poisoning caused trouble for manufac- 
turers of products that contained boric acid in 
harmless amounts. Some best-selling baby talcum 
powders suddenly became unpopular because one of 
their ingredients was a small amount of boric acid. 
In a news release dated January 30, 1954, the Food 
and Drug Administration reported that investiga- 
tion has shown that there is no hazard in the use of 
talcum powders prepared with 5 per cent boric 
acid. 

For manufacturers of such powders, this vin- 
dication of their products came too late—they had 
already removed the ingredient that was anathema. 
They had been forced to do this by any competitor 
who capitalized on the situation by advertising that 
his product contained “no boric acid.” 

Still, the effect of the Food and Drug Adminis- 
tration report is a good one. It does away with 
the idea that some reputable manufacturers of baby 
powders formerly were marketing products that 
were poisonous. Also the report should provide 
proper perspective for the whole problem of boric 
acid poisoning. This disease in infants has resulted 
when a well-meaning parent has dusted powdered 
boric acid (not talcum powder containing a little 
boric acid) on an infant’s dermatitis. As with any 
drug, the likelihood of toxicity varies with the dose. 
This restoration of perspective comes in time to 
sustain the reputation for safety of some old stand- 
by remedies—particularly boric acid ointments, 
which have never been implicated in cases of poi- 
soning, but which were being threatened by associa- 
tion. 
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Only the Best Is Good Enough 


Tue high quality of the scientific programs pre- 
sented at the A.A.G.P.’s annual scientific assemblies 
has unfailingly occasioned high praise from attend- 
ing physicians. This has been true ever since the 
first assembly convened at Cincinnati in 1949; and 
the Academy’s state chapters, following the na- 
tional Academy’s example, have established their 
own pattern of superior educational program at 
their meetings. 

This sustained high level of performance has not 
been happenstance. It reflects, rather, a carefully 
worked out plan evolved from a carefully thought 
out policy, geared to make every member’s attend- 
ance a valuable, rewarding educational project. 

This policy has, perhaps never been better stated 
than by Dr. Andrew S. Tomb, chairman-elect of the 
Academy’s Committee on Scientific Assembly, in a 
recent letter to a speaker who was to address the 
Texas Academy of General Practice. Dr. Tomb 
wrote: 

“This is one of the things that makes the Ameri- 
can Academy of General Practice a little different. 
We rely upon outstanding teachers all over the na- 
tion to instruct our membership, and it behooves us 
to know who is doing a good job. If a man gives a 
good paper in Toledo, our membership finds out 
about it in short order, particularly those of us 
working with program planning. And if a man gives 
a bad paper in Kalamazoo, we likewise know about 
that. too. 

“We feel that family doctors who are taking time 
away from their practice to increase their medical 
knowledge should be given only the best. And I be- 
lieve the day is rapidly approaching that a man re- 
ceiving a speaking invitation to a state or national 
meeting of the Academy will know he has been se- 
lected only after due deliberation and because of 
past performance. We hope that it will become in- 
creasingly an honor to be invited to speak at an 
Academy function at any time or place, just as the 
speaker’s responsibility in teaching the family 
doctor steadily increases. I hope the time never 
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comes that we select a man to speak to any of our 
groups only because we need a psychologist, or an 
internist, or a ‘big name.’ One of the basic reasons 
for our existence is to provide better trained family 
doctors. If we weaken our educational program, be- 
come careless in selection of faculty, we fail our 
very reason for existence.” 


Cancer Chemotherapy 


In THE last few years, there has been a new twist in 
the search for methods for controlling cancer. In the 
words of Rhoads, writing in Science for January 15, 
1954, a third phase has been reached in the develop- 
ment of chemical means for restraint of neoplastic 
disease. Earlier phases were concerned with (1) 
agents or procedures that cause atrophy of specific 
tissues (hormonal treatment of breast and prostatic 
cancers, radioactive isotopes of phosphorus and io- 
dine), and (2) compounds that are injurious to cells 
in direct ratio to their rates of growth (nitrogen mus- 
tards, folic acid antimetabolites). 

The third phase is based on the thought that cells 
of different types differ from one another specifically 
in their chemical composition. This has been shown 
to be true with regard to the cell nucleic acid. In 
other words, the nucleic acids of caneer cells and of 
normal cells differ in their basic chemical structure. 
Thus, rational chemotherapy of a cancer can be ap- 
proached by giving a compound that selectively en- 
ters into the processes of nucleic acid synthesis of 
the cancer cells and thereby selectively injures 
those cells, leaving normal cells unchanged. 

At the Sloan-Kettering Institute for Cancer Re- 
search, work in this third phase has been going on 
since 1946. One of the products of the program is 
6-mercaptopurine. This agent has now been under 
clinical study for a little more than one year. Al- 
though not curative, it has indeed been useful for the 
control of some types of leukemia. In a large meas- 
ure, 6-mercaptopurine has afforded practical support 
for Rhoads’ optimistic belief that the new phase of 
chemotherapy will ‘‘yield new means for cancer con- 
trol in man within the foreseeable future.” 


= 


Annular Carcinoma. 


Any interference with progression of the intestinal current constitutes 
obstruction, including inhibitive or paralytic causes as well as those 
of mechanical origin. In the more restricted usage, however, intestinal 
obstruction is intended to denote obstructions of mechanical origin. 


Chromograph courtesy of Parke Davis & Company's Therapeutic Notes. 
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BY WILLIAM S. McCUNE, M.D., 
Washington, D.C. 


Intestinal obstruction is a surgical disease. Its high mortality can be reduced only by earlier diagnosis and, except 
in unusual instances, by prompt surgical intervention. In this condition the surgeon must always bear in mind that 
the pathologic process encountered at operation will usually be more advanced than had been anticipated, and 
that more often than not nonoperative treatment will prove to be more radical than surgical intervention. 


INTESTINAL obstruction has been recognized by the 
medical profession for centuries. Since the first re- 
views of the subject by Leichtenstern in 1876 and 
Treves in 1884, hundreds of articles have been writ- 
ten about it by as many authors. Nevertheless, the 
mortality from this condition remains alarmingly 
high. In spite of the emphasis upon fluid and elec- 
trolyte therapy by Hartwell and Hoguet in 1912, 
and in spite of the great aid afforded surgery by in- 
testinal antibiotics, this disorder continues to exact 
its toll due too often to errors in diagnosis or delay 
in treatment. 

Such mishaps can be prevented only by alert 
diagnosis and prompt therapy in all cases in which 
obstruction is suspected. Any patient with intes- 
tinal colic, distention, or persistent vomiting must 
be considered to have an intestinal obstruction until 
proven otherwise. 

Appropriate therapy must be instituted even 
while the diagnosis is being clarified. Once the diag- 
nosis of obstruction has been established, the deci- 


sion between conservative or operative treatment 
must be weighed. Conservative management should 
always be considered temporary, and if it is selected 
it must succeed within a short period of time or be 
replaced by surgical exploration. 


Pathologic Physiology 


When obstruction occurs in any part of the in- 
testinal tract, certain changes take place in structure 
and physiology which can best be divided into two 
categories: (1) the effects of distention on the intes- 
tinal wall, (2) the effects of obstruction on general 
fluid and electrolyte balance. 

Effect of Distention upon the Intestinal Wall. ‘The 
effect of distention on the intestinal wall depends to 
a large extent upon the location of the obstruction. 
In an exhaustive series of experiments, Wangen- 
steen and his co-workers demonstrated that in ileal 
blockage, since vomiting does not relieve the disten- 
tion of the intestine satisfactorily, changes in the 
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bowel wall are much greater than in duodenal ob- 
struction. On the other hand, in high small bowel 
obstruction, because of excessive vomiting with loss 
of hydrochloric acid, bile, and succus entericus, 
changes in serum chlorides and other electrolytes 
are much more rapid and devastating. 

The longer the distention persists, the more seri- 
ous are the changes in the bowel wall. They consist 
in shortening of the intestine, edema of the wall, 
decreased resistance to bursting, and changes in 
contractility. These last are evidenced first by 
increased contractions and later, as impairment in 
circulation appears, by decreased activity. 

Even in the presence of obstruction with sus- 
tained intraenteric pressure, no diffusion occurs 
through the bowel wall as long as the wall is viable. 
When an intraenteric pressure of 20 cm. is main- 
tained for twenty-eight to thirty-two hours experi- 
mentally, however, Wangensteen has demonstrated 
that necrotic patches appear in the gut; the bowel, 
no longer viable, allows the diffusion of dyes 
through its wall. 

In the presence of strangulation if veins alone are 
occluded, a considerable loss of blood occurs into 
the intestinal lumen and into the peritoneal cavity, 
producing shock and frequently death. If arteries 
and veins are both occluded, the survival period is 
longer. Following arterial occlusion alone, survival 
is still longer, but death eventually follows. 

Because of the ileocecal valve, which frequently 
acts like a ball valve, obstruction of the large intes- 
tine produces a closed loop. Vomiting and intes- 
tinal siphonage do not relieve the intraluminal ten- 
sion, and necrosis and perforation may occur early. 

Effect of Obstruction upon Fluid and Electrolyte Bal- 
ance. Body fluids and electrolytes have been consid- 
ered to be contained in four compartments: (1) 
stomach and intestinal tract; (2) blood plasma; (3) 
interstitial (extracellular) space; and (4) in the cells 
themselves. Of these compartments, the last is by 
far the largest, making up about 50 per cent of the 
body. 

In intestinal obstruction with the onset of vomit- 
ing, fluid is lost from the stomach and intestinal 
tract. To make up this deficiency, fluid is first shifted 
from the blood plasma, producing hemoconcentra- 
tion. The plasma is replenished from the interstitial 
fluid compartment, resulting in loss of elasticity of 
the skin and other clinical evidence of dehydration. 
Only in the severe dehydration of prolonged ob- 
struction is the intracellular fluid compartment de- 
pleted. 

Sodium is the chief cation of the plasma and in- 


terstitial fluid, while potassium is found large. in 
the intracellular compartment. The chloride iv, is 
the chief anion of both plasma and interstitial {!:,id, 
while phosphate anion is more abundant in the in- 
tracellular fluid. With persistent vomiting, sodium 
and, to a larger extent, chloride ions are lost, ind 
there is a lowering of plasma chlorides with dehy- 
dration oliguria. Retention of nonprotein nitrogen 
in the blood results. 

With the administration of large amounts of sal- 
ine solution, the loss of fluids and electrolytes is re- 
paired and, since the loss of chloride has been 
greater than that of sodium, any excess of sodium 
resulting from this replenishment is excreted in the 
urine to re-establish the normal balance. If, as a re- 
sult of persistent vomiting, the serum chlorides fall 
below 300 mg. per 100 cc., symptoms of hypochlo- 
remia may result, producing a rapid pulse, a shock- 
like state, and finally death if this loss is not replac- 
ed. Alkalosis may result in tetany. 

Although it has long been postulated that death 
in intestinal obstruction results from the absorption 
of a fatal toxin, this toxin is probably the normal 
content of the intestine which, because of increased 
permeability of the bowel wall in obstruction, is al- 
lowed to enter the general circulation. Nelson and 
Noyes have recently demonstrated that certain 
toxins placed in the intestinal lumen of normal ani- 
mals can be made to diffuse into the general circula- 
tion if the permeability of the intestinal wall is in- 
creased as a result of shock. A similar chain of 
events probably produces death in advanced intes- 
tinal obstruction. 


Small Intestinal Obstruction 


CLINICAL SYMPTOMS AND SIGNS 

The symptoms and signs of intestinal obstruction 
are well known to most physicians and surgeons. 
However, alertness as well as knowledge is neces- 
sary if the correct diagnosis of this condition is to be 
made consistently. The most important symptoms 
—cramping abdominal pain and vomiting—are fre- 
quently seen in minor intestinal disturbances, and 
too often it is not until various palliative medicines 
have failed to produce improvement that the diag- 
nosis of obstruction is made. 

In occlusion of the small intestine, rhythmic 
waves of peristalsis produce rhythmic, increasingly 
severe abdominal pain. The waves of peristalsis in- 
crease in intensity until, with necrosis of the in- 
testinal wall and exhaustion of its musculature, they 


gradually diminish. 
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If the obstruction is high in the small bowel, vom- 
iting appears early, is persistent and severe, and 
there is little distention. If it is in the lower ileum, 
vomiting may be late in appearance, but gradually 
increasing distention becomes evident. The pain in 
a small intestinal obstruction is centered chiefly 
above the level of the umbilicus but the distention, 
if present, is generalized. 

Next to distention the most valuable objective 
sign of small intestinal obstruction is the character 
of the peristaltic sounds. Normal peristaltic activity 
produces low-pitched, gurgling sounds of no partic- 
ular rhythmicity, heard equally well throughout the 
abdomen. In the presence of peritonitis no sounds 
whatever are heard. In the presence of small bowel 
obstruction, without peritonitis, the abdomen is si- 
lent between the attacks of colic. As a peristaltic 
wave begins, the patient becomes somewhat restless, 
anxious, and soon complains of increasing pain. 
Through a stethoscope a low, rumble of peristalsis 
is heard. This increases in pitch until, at the 
height of the pain, a high-pitched tinkling sound 
is audible directly in the ear of the observer. The 
concurrence of rhythmic pain with sounds of this 
type provides unmistakable evidence of intestinal 
obstruction. 

Depending upon the duration of the obstruction, 
other signs may be detectable, including a rising 
pulse rate, slight elevation of temperature, loss of 
elasticity of the skin, and localized tenderness. 

The passage of gas or fecal matter by rectum is 
not proof of the absence of intestinal obstruction. 
In a recent study of postoperative small bowel ob- 
struction, 40 per cent of the patients were found to 
have passed some gas or fecal matter by rectum. 
Possible explanations for this error may be the pres- 
ence of gas and fecal matter in the colon at the time 
the obstruction occurs, mistakes on the part of 
hospital personnel in reporting the passage of gas, 
and the introduction of air into the rectum with 
enemas. If large amounts of gas or fecal matter are 
passed repeatedly, however, with concomitant relief 
of the distention and abdominal pain, it may be as- 
sumed that at least partial relief of the obstruction 
has occurred. 

X-ray Findings. The most valuable ancillary aid in 
the diagnosis of intestinal obstruction and in the 
differentiation between mechanical and paralytic 
ileus is the repeated use and skilled interpretation 
of x-ray studies. Films must be taken in the x-ray 
department with the aid of a Bucky, and should in- 
clude PA views in the recumbent and standing posi- 
tious, as well as a lateral film in the recumbent posi- 
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tion. X-rays taken with a portable machine are of 
no value because peristaltic action obliterates the 
small bowel pattern due to the longer exposure 
which is required. 

The most important criteria for the x-ray diag- 
nosis of mechanical small bowel obstruction are: 
(1) the presence of distended loops of small bowel 
with the absence of any gas in the large intestine 
(Figure 1); (2) the presence of fluid levels in the 
upright film; (3) a zone of clear spacing between the 
intestinal loops in long-standing cases, indicating 
edema of the bowel wall; and (4) loss of cross-mark- 
ings and the presence of a dark line at the bowel 
edge, sometimes seen in the presence of impending 
necrosis. 

In high small intestinal obstruction, no dilated 
loops may be seen because the upper intestine is 
often filled with liquid rather than with gas. If gas 
is evenly distributed between the small and large 
intestine, paralytic rather than mechanical ileus is 
indicated (Figure 2). In large intestinal obstruction, 
the colon proximal to the lesion will be considerably 
dilated, but because of the action of the ileocecal 
valve, little or no distention of the small intestine 
may be seen. 

Laboratory Findings. The white blood count is 
not elevated in simple mechanical obstruction unless 
(1) concentration of the blood has occurred because 
of dehydration, (2) the primary cause of the ob- 


Figure 1. Acute small intestinal obstruction. Dilated loops of 
small intestine are present but no air is seen in the colon. 


: 
— 
— . 
q 


Figure 2. Paralytic ileus. Great dilatation 
of both the large and small intestine is visible. 


struction is an inflammatory lesion, or (3) gangrene 
impends or is actually present. A normal leukocyte 
count, however, is no proof that strangulation has 
not occurred. 

Until the obstruction is advanced, the urine 
shows no abnormality except for a high specific 
gravity if dehydration is present. A lowering of the 
serum chloride and potassium values and an eleva- 
tion of the bicarbonate fraction and of the nonpro- 
tein nitrogen value appear in advanced cases. 

Although some elevation of temperature is com- 
mon at the time of onset of mechanical obstruction, 
it tends to be higher in paralytic ileus. The degree 
of elevation is of no value in establishing the diag- 
nosis. 


DIFFERENTIAL DIAGNOSIS 


Case Report. A 27-year-old school teacher was 
hospitalized with a chief complaint of acute, colicky 
abdominal pain of eighteen hours’ duration. She 
had been well before the onset of the pain except 
for two operations—the removal of an ovarian cyst 
six months previously, and an appendectomy at 18 
years of age. Eighteen hours before admission, and 
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two hours after eating pork sausage, she had de. .|- 
oped an attack of sudden, acute, colicky abdom: al 
pain which caused her to double up in bed and !)d 
been accompanied after three or four hours by ‘e- 
current vomiting. The pain had continued withcut 
relief until her hospital admission. She had eaien 
nothing since its onset. Her bowels had moved once 
on the day before her admission to the hospital and 
subsequently only following an enema. She had 
passed only a small amount of flatus by rectum. 

The abdominal cramps were exceedingly severe 
and were accompanied by constant dull backache. 
She had some urinary frequency. Her menstrual 
history, past and family histories were otherwise 
not remarkable. 

On the basis of such a history alone, several diag- 
nostic possibilities were kept in mind before, dur- 
ing, and after the physical examination. These were 
(1) acute small intestinal obstruction, (2) acute en- 
teritis, (3) acute cholecystitis, (4) renal colic, (5) 
torsion of an ovarian cyst, and (6) acute appendi- 
citis. In all of these conditions colicky pain is char- 
acteristic or frequently occurs. 

Intestinal obstruction was also suggested by the 
recurrent vomiting and the absence or paucity of 
bowel movements. 

In favor of acute enteritis was the fact that she had 
eaten pork sausage recently, but the absence of 
diarrhea in such a condition would be unusual. 

Acute cholecystitis could not be ruled out from the 
history, but the absence of previous attacks and the 
long duration of definitely colicky pain made it less 
likely than obstruction. 

Renal colic could not be excluded, although the 
generalized nature of the pain and the degree of 
persistent vomiting made it somewhat less likely 
than intestinal obstruction. 

Torsion of an ovarian cyst causes colicky pain, but 
it is more apt to become localized after a few hours, 
with a shift from the site of the lesion to a more 
generalized area only after the accumulation of free 
abdominal fluid. With the history of removal of a 
cyst six months previously, however, this could not 
be excluded completely. 

Appendicitis must always be considered, even when 
the history of a previous appendectomy is obtained. 
Colicky pain is not uncommon when the appendix 
is obstructed, although such severe colic of eighteen 
hours’ duration would be very unusual. 

Acute pancreatitis and acute salpingitis were not 
disregarded entirely, but they rarely cause rhyth- 
mic pain. 

With these possibilities in mind, the physical 
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examination was performed. The temperature was 
98.8°; pulse, 94; respiration, 26. The examination 
of the head, ears, eyes, neck, breasts, heart, and 
lungs showed no abnormalities except for some evi- 
dence of dehydration of the skin and mucous mem- 
branes, and an elevation of the pulse rate to 94. 

The abdomen was symmetrical, with slight gen- 
eralized rigidity and some lower abdominal fullness 
and tympany. A low midline scar was present. 
There was moderate low abdominal tenderness, most 
obvious just to the left of the umbilicus, but poorly 
localized. Peristaltic sounds, audible in rushes, were 
high pitched. A hernia was not detected. There was 
no costovertebral tenderness and no evidence of a 
fluid wave or shifting dullness. 

Pelvic examination showed the uterus to be ante- 
rior, not enlarged, and nontender; there was no 
vault tenderness. The ovaries could not be felt and 
the cervix was clean. Rectal examination was non- 
contributory except to confirm the pelvic examina- 
tion. The extremities were within normal limits. 

The white blood count was 12,900; red blood 
count, 4,800,000; hemoglobin, 86 per cent. The 
white cells showed 71 per cent neutrophils. The 
urine was normal except for an elevated specific 
gravity of 1.025. 

The lack of localized tenderness over the gall- 
bladder area, appendix, and costovertebral angles 
aided in ruling out cholecystitis, appendicitis, and 
renal colic. The kidney could be exonerated further 
by the absence of white or red cells in the urine. 
Acute salpingitis or a twisted ovarian cyst were un- 
likely due to the normal findings on pelvic examina- 
tion. The peristaltic rushing sounds, high pitched 
in quality, most characteristic of acute intestinal ob- 
struction, made pancreatitis unlikely. Enteritis, how- 
ever, could not be excluded. 

With this diagnosis in mind, therefore, x-rays of 
the abdomen were taken which revealed markedly 
dilated loops of small intestine, no free air under 
the diaphragm to indicate perforation, and no gas 
in the large intestine. A diagnosis of acute small 
bowel obstruction was made. 


TREATMENT 


The treatment of mechanical small intestinal ob- 
struction in most instances requires emergency sur- 
gical intervention. If a period of conservative treat- 
ment is decided upon, it must be with the full reali- 
zation of the risk involved, and with the mental res- 
ervation that if relief of the obstruction does not 
occur within a short time, operation will be performed 
without further delay. 
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The length of time during which conservative 
management can be carried out safely cannot be 
stated with certainty. It depends upon the judgment 
of the surgeon and his interpretation of the urgency 
of the presenting signs and symptoms. More often 
than not there is no safe period. Certainly in com- 
plete mechanical small bowel obstruction, it should 
never exceed twenty-four hours without improve- 
ment. 

Immediate operative treatment is always indicat- 
ed (1) if there is localized tenderness with evidence 
of strangulation of blood supply ; (2) in intussuscep- 
tion; (3) if conservative treatment has been carried 
out for a period of twenty-four hours without relief 
of colicky pain, decrease in the output through the 
intestinal drainage tube, a decrease in distention, 
and the passage of considerable amounts of gas 
from the small into the large intestine as evidenced 
by an x-ray film; (4) in complete large intestinal 
obstruction. 

Conservative Treatment. Conservative treatment 
may be employed temporarily in cases of partial 
small intestine obstruction. It is of value in paralytic 
ileus due to peritonitis or other causes and in ob- 
struction caused by such inflammatory exudates as 
occur in acute pelvic inflammation. In this condi- 
tion often both mechanical and paralytic ileus are 
present. Although surgical treatment may be neces- 
sary in such cases, it is fraught with considerable 
danger because of the edema and friability of the 
tissues involved. Complete obstruction in such in- 
stances may occur, but it is uncommon. 

Conservative treatment of small bowel obstruction 
consists of a regimen which must include the fol- 
lowing: 


1. Frequent examination of the patient, including 
auscultation of the abdomen and re-evaluation of 
the effects of treatment. 

2. Flat x-ray films of the abdomen every twelve 
hours. 

3. Passage of a small intestinal tube into the 
small bowel, with constant suction and careful 
measurement of the output. 

4. No narcotic medication. 

5. Correction of fluid and electrolyte imbalance. 
This should include the administration of glucose 
or invert sugar with sodium chloride, as indicated 
by laboratory serum chloride determinations daily, 
together with potassium and protein in the form of 
serum albumin, blood, or protein hydrolysates. 

6. Passage of a rectal tube with the outside end 
immersed in water to detect the passage of gas. 


} 


Figure 3c. Intestinal obstruction due to a postoperative or congenital adhesive band. Figure 3b. Intestinal obstruction due to incarceration 
of an external hernia, Figure 3c. Intestinal obstruction due to generalized adhesions. Figure 3d. Large obstruction due to neo-plasm. 


7. A daily white count, differential, and hema- 
tocrit determination. 

8. Careful four-hour charting of temperature, 
pulse, and respirations. 

Unfavorable signs indicating the necessity for 
surgery are: 

1. A rising pulse rate. 

2. Outpouring of a large amount of fluid through 
the intestinal tube. 

3. Failure to pass large amounts of gas by rectum. 

4. Failure of the pain to subside. 

5. Failure of the distended loops of the small 
bowel to disappear. 

6. Absence of gas in the large intestine, as 
evidenced by x-ray films. 

7. Appearance of localized abdominal tender- 
ness indicating the possible presence of strangula- 
tion obstruction. 

Operative Treatment. If and when operative in- 
tervention is indicated (usually immediately after 
the establishment of the diagnosis), the surgeon 
should determine as nearly as possible the site of 
obstruction and make his incision wiih this location 
in mind. 

Common causes of intestinal obstruction are: 
(1) postoperative adhesions (Figure 3a), (2) ex- 
ternal hernia (Figure 3b), (3) generalized adhesions 
(Figure 3c), (4) neoplasms (Figure 3d), (5) in- 
tussusception (Figure 3e), (6) volvulus (Figure 3f). 
Less common causes include internal hernia (Figure 
3g) and gallstone ileus (Figure 3h). 

Unless a definite diagnosis of external hernia can 
be made, a long, vertical, paramedian incision is 
usually best. It should be on the side of any ab- 


dominal scar to which a loop of bowel may be ad- 
hered. When the peritoneal cavity is opened and 
the fluid evacuated, a number of loops of markedly 
dilated small intestine will usually be visible. 

After gentle intra-abdominal palpation, unless 
the site of the obstruction is readily determined, it 
is usually wise to cover the external abdominal 
wall with warm moist packs and gently lift out 
loops of distended bowel until the point of ob- 
struction is reached. This will be evident because 
distal to it the small intestine will be markedly 
deflated. The point of obstruction should be de- 
livered outside the abdomen if possible, extending 
the incision if necessary. 

If the viability of the intestine is in question, a 
decision may be reached more easily by asking the 
anesthetist to give the patient pure oxygen in- 
halation. Normal intestine will then become pink, 
whereas necrotic areas will be dark and lusterless. 

If resection is necessary, at least six inches of 
intestine should be resected on each side of the 
obviously involved bowel to insure adequate healing. 
With the aid of narrow clamps beveled outward to 
insure good circulation, an end-to-end anastomosis 
can usually be performed, utilizing one layer of 
carefully placed interrupted mattress silk sutures. 
These can be placed before releasing the clamps 
and tightened as the clamps are removed, after the 
Halsted technique. This allows a reasonably aseptic 
anastomosis. The turning in of multiple rows of 
sutures may aid in healing but will increase the 
danger of obstruction at the operative site. The 
mesentery must be sutured carefully and the 
abdomen closed as quickly as possible. 
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Figure 3e. Intestinal obstruction due to ileocecal intussusception. Fig. 3¢. Intestinal obstruction due to volvulus. 
Figure 3g. Intestinal obstruction due to internal hernia. Figure 3h. Intestinal obstruction due to gallstone. 


Large Intestinal Obstruction 


Obstruction of the large intestine may be more 
difficult to recognize than that of the small bowel. 
Pain is less severe, but distention is more prominent, 
and vomiting may not occur for several days after 
the onset of symptoms. Necrosis in the large intes- 
tine occurs more rapidly than in the small bowel. 
Peristaltic sounds are less reliable, and the correct 
diagnosis may be missed for several days. 

The commonest cause of large intestinal ob- 
struction is a malignant neoplasm (Figure 3d). 
Since 80 per cent of malignant tumors of the colon 
occur in the rectum where they can be palpated, or 
in the sigmoid colon where they can be visualized 
through a sigmoidoscope, the importance of digital 
rectal examination and sigmoidoscopic visualization 
cannot be overemphasized. 

If colonic obstruction is suspected and the 
diagnosis cannot be made by these two methods, a 
barium enema x-ray study should be performed as 
an emergency procedure. A flat x-ray film of the 
abdomen is of considerable value. Obstruction due 
to carcinoma, volvulus of the sigmoid, and volvulus 
of the cecum can often be diagnosed by its use 
alone. Colonic obstruction by adhesions or hernia is 
rare. Inflammatory conditions such as diverticulitis 
or ulcerative colitis in the advanced stage of scarring 
occasionally produce narrowing. Temporary or 
permanent obstruction due to failure of a large 
intestinal anastomosis to function is not uncommon. 

There is no conservative treatment for large bowel 
obstruction. Because of the ball-valve action of the 
ileocecal valve, an intestinal tube which empties the 


GP + May, 1954 


small intestine has no effect upon the large bowel. 
All cases of complete large bowel obstruction 
require surgical intervention. 

Operations for obstruction can be divided into 
two types: (1) those which remove the cause of the 
obstruction, and (2) side-tracking procedures which 
temporarily relieve the obstruction but do not 
eradicate it. Only rarely, as in intussusception or 
volvulus, can the cause of large bowel obstruction 
be eradicated during the same operation in which 
the obstruction is relieved. 

In tumors and inflammatory lesions, resection 
with anastomosis in the face of obstruction is unsafe 
and may lead to breakdown of the suture, and 
peritonitis. The Mikulicz operation has largely been 
discontinued in obstruction due to malignant tumors 
because satisfactory resection of the mesenteric 
glands involved is difficult to achieve. In colon ob- 
struction occurring in the sigmoid area, a temporary 
transverse colostomy should be performed. 

It is unwise to explore the abdomen to any 
great extent while carrying out this procedure be- 
cause of the danger of perforation of the bowel and 
surgical shock. After the colostomy has been per- 
formed and the obstruction relieved, the nature of 
the lesion can almost always be determined by the 
use of barium enema x-rays. In lesions of the 
transverse colon a temporary cecostomy may be 
necessary, although this procedure, which does not 
completely divert the fecal stream, is less satis- 
factory than a colostomy. Seven to fourteen days 
after the performance of the colostomy, resection 
of the lesion itself can be carried out, with an end- 
to-end anastomosis. 
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Figure 1 (left). PA chest film in patient having chondrosternal depression, showing prominence of right 
hilar region, shift of heart to left, straightening of left cardiac border, and increased declivity of anterior 
portions of ribs. In this kind of film, the prominence of the right hilum is often mistaken for tumor. 
Figure 2. Lateral chest film of same patient shown on Figure 1. Note sternum is displaced posteriorly. 


Chondrosternal Depression (Funnel Chest) 


BY SOL KATZ, M.D. 


CHONDROSTERNAL depression (funnel chest, pectus 
excavatum, trichterbrust, “shoemaker’s chest”) is a 
congenital deformity of the chondrosternal region 
characterized by a depression that is deepest at the 
junction of the body of the sternum and the xiphoid 
process. It is probably caused by a deficiency in 
muscular development of the anterior portion of 
the diaphragm, so that diaphragmatic contraction 
during inspiration pulls this fibrous anterior por- 
tion backward, thereby retracting its attachment to 
the anterior chest wall. In infancy the depression is 
noted only during inspiration, while during expira- 
tion as the diaphragm relaxes, the pull is released 
and the recoil of the anterior chest wall eliminates 
the depression. As the child becomes older the 
anterior chest wall is more rigid, and the depression 
becomes fixed in the retracted inspiratory position. 
The deformity results in a decrease in the antero- 
posterior diameter of the thorax, narrowing of the 


mediastinal space, and displacement of the heart to 
the left. 

On the posteroanterior chest roentgenogram the 
heart is displaced to the left and slightly upward so 
that none of the heart is seen to the right of the 
spine. The left cardiac border may be straight, or 
the curve of the pulmonary artery is prominent, and 
the cardiac apex lifted off the diaphragm. There is 
often a marked opacity to the right of the lower 
thoracic vertebrae, which is frequently mistaken for 
pulmonary infiltration or mediastinal tumor. This 
density is in part due to end-on view of the struc- 
tures in the sternal depression and partly to the 
unobstructed view of the vascular shadows at the 
lung root. 

The anterior ends of the ribs are steeply de- 
clined downward, with the result that they are 
closer together. On the lateral view the degree of 
sternal depression may be clearly seen. 
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BY JOHN A. SCHINDLER, M.D. 
Monroe, Wisconsin 


Patients have been guided to an understanding of mechanisms of emotionally induced illness. This can be 
accomplished by a method in which the patient receives audiovisual instruction by means of a tape recorder 
and an automatic slide projector. Fifteen hours of such instruction are augmented by 

about one-half hour of personal discussion with the physician. 


THE number of patients with emotionally induced 
illness is so great that therapy on the basis of what 
is now termed “‘adequate psychotherapy” is entirely 
and completely impossible, since it requires ten to 
twenty hours, or more, of a physician’s time per 
patient. Furthermore—and this statement is meant 
factually rather than disparagingly—the results of 
even prolonged “adequate psychotherapy” are as- 
tonishingly unimpressive. 

No problem today presents itself to the general 
practitioner or internist with greater insistence or 
need for solution. Under such duress, perhaps, an 
internist may be excused for presenting an alternate 
method if not a solution, even though very inex- 
pertly he enters the psychiatrist’s domain. 


Preliminary Psychotherapeutic Measures 


Psychotherapy for the patient with emotionally 
induced illness begins the moment he first steps into 
the doctor’s office. From the first moment to the 
last, the physician must be, and must make the pa- 


The physician must make the patient feel 
that he, the doctor, is pleasant and cheerful. 


tient feel that he, the doctor, is pleasant, cheerful, 
sincere, interested, kindly, understanding, sympa- 
thetic, thorough, and capable. 
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The examination, too, is psychotherapy. Unless 
it is the most thorough and complete examination 
the patient has ever had, he may at the end prefer 
to believe another physician who gave him a better 
examination and an organic diagnosis. For reasons 
presented in a previous paper, practically every 
patient with emotionally induced illness has been 
given one or more substitute organic diagnoses 
before he sees you. These diagnoses have become 


a part of his illness. The examination should include 


enough laboratory and x-ray studies to cover every 
concern and apprehension which your history 
warns you the patient has about himself. 

Every avenue of organic disease that the patient’s 
mind might take must be closed once and for all by 
your examination. It should be the examination to 
end further examinations. The old saw to the effect 
that “if you don’t stick your finger in the patient’s 
rectum, you'll soon have your foot in it” is nowhere 
so true as in dealing with the functional patient. If 
there is a pain in the upper abdomen, it is thera- 
peutic suicide to say, ‘We won’t x-ray your gall- 
bladder since I know your pain isn’t coming from 
that.” A week later the patient will nullify your 
therapeutic efforts by slashing at you with, “But 
what about my gallbladder, doctor? You didn’t 
x-ray that, and I still have the pain.” The only wise 
economy in dealing with the functional patient con- 
sists in making it unnecessary for him to continue 
swinging from doctor to doctor, from treatment to 
treatment, and from surgery to surgery. 

Following the exhaustive and thorough study, 
when the patient has returned to the office, he is 
given a review and brief interpretation of his physi- 


The examination to end further examinations. 


cal condition. This is finished by saying, “Ph si- 
cally, you are in fine shape. But what the examina- 
tion shows is that the organs are not functioning 
properly. You are like a railroad in which the track, 
the cars, the engines, and all the physical property 
are in fine condition, but the dispatcher isn’t doing 
his job properly. Such a railroad is bound to have 
wrecks and close squeezes just as you are having. 
I want you to come in tomorrow morning at 9:00 
A.M. with your wife (or husband), and we will take 
the time to show you how functional disease works, 
After that, we'll set about curing it.” 

The condition is never referred to as a “‘neurosis;” 
first, because it would arouse a defensive resentment 
in the patient; and, second, the term “neurosis” has 
acquired so much nonsensical content through a 
hundred years of psychiatry that it had best be 
dropped from our medical nomenclature. The 
thinking behind the term “neurosis” has become so 
filled with weeds and symbols that its use is enough 
to mislead any attempted therapy. 


Informing the Patient 


At 9:00 a.m. the next day, the patient returns for 
therapy which is presented to him and his wife alone 
in a comfortable room by means of a tape recording, 
illustrated by slides presented by an automatic slide 
changer which the patient, or spouse, controls. A 
nurse starts each lecture for the patient. The usual 
total time for the patient, with this presentation, is 
about fifteen hours. 

The first day between 9:00 a.m. and 3:00 p.m., the 
patient receives five hours with four recess periods. 
Three days later he receives two hours; a week 
later, two hours; then one or two hours a week as 
necessary. 

At present, one portion of this series is being 
presented by sound moving pictures, but we find 
this no more advantageous and so much more ex- 
pensive and difficult to prepare than the slides and 
tape recording that we will probably stick to the 
latter in the future. The main armamentarium used 
for this therapy at present includes fifteen hours of 
tape recordings, 820 Kodachrome 2 x 2 slides, 1,000 
feet of colored sound movie, a tape recorder, a 
slide projector, and a movie projector. 

The patient is seen in the doctor’s office for five 
or ten minutes after each day’s session. More time 
is unnecessary. The immediate obvious advantage 
of this method is, therefore, a minimum of time 
required of the physician. 

The method of presentation, obviously, requires 
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a departure from current psychiatric methods. 
However, our departure is more fundamental than 
one of presentation. It differs fundamentally and 
basically from current “‘adequate psychotherapy” in 
principle. 

Period of Explanation 


For two and one-half hours during the first 
morning, the patient is given a physiologic, not a 
psychiatric, explanation of what emotionally in- 
duced illness is and how it works. This explanation 
follows the physiologic tradition of William James, 
Lange, Cannon, Dunbar, Wolf and Wolff, Hans 
Selye, and the other physiologists and clinicians 
who have given us a complete picture of the emotion 
as “a state of mind which manifests itself by sensible 
(i.e., perceived) changes in the body.” For priority 
reasons, we use the definition of an emotion given 
by William James; that given by Cannon would 
work as well. 

The mechanism of fifty or so common symptoms 
and their production by emotions through the 
nervous system and through the endocrine system 
is related by constant reference to specific patients. 
These cover pain in the neck, neurodermatitis, 
ulcers, headache, and so on. 

The presentation is as nontechnical as possible, 
clearly on the human level, copiously sprinkled with 
humor, and distinctly sympathetic rather than criti- 
cal. Functional disease is presented as a tremen- 
dously real entity, not as something the patient 
imagines; as a disease which needs to be treated 
properly if the patient is not to be precipitated into 
endless chronic trouble. 

This effort to persuade the patient that his own 
trouble acts like, and is, “functional disease,” is 
almost 100 per cent effective. The patient returns, 
saying, “You were certainly talking about me. That 
was me all the way through. Why didn’t someone 
tell me this before?” The patient feels that at last 
someone is on the right track as far as his own 
symptoms are concerned. He is in a good frame of 
mind for the next step which is presented the same 
afternoon. 

It is striking how much more readily the patient 
will accept a physiologic explanation for his diar- 
thea than he will a symbolic explanation. For in- 
stance, a patient is no more impressed than is his 
referring physician by the explanation that his 
diarrhea is a symbolic somatic expression of his 
desire to be rid of his mother-in-law (especially 
when the patient I have in mind lost his mother-in- 
ius « week later in an accident only to find his 
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There is nothing that holds a human being 
like a story about another human being. 


diarrhea unchecked). Behind the diarrhea, then the 
patient was told, was a guilt complex. He remained 
unimpressed. 


The Period of Ventilation for the Patient 


Traditional psychotherapy allows the patient to 
“ventilate” after the initial explanation of his illness 
is given him. However, in the method being pre- 
sented, some of the ventilation is performed for the 
patient, by showing him the variety of situations 
which will produce the variety of emotions which 
precipitate symptoms. These, the patient is shown, 
may be external situations, or they may be internal 
situations that are messing up external situations. 

This survey is comprehensive enough to cover 
85 per cent of the factors usually responsible for 
emotionally induced illness. The presentation pro- 
ceeds from simple situational factors and progresses 
to the more complex personality factors. Separate 
sessions handle family factors that lead to emotion- 
ally induced illness, sexual factors, personality 
factors, occupational factors, and plain situational 
factors. One two-hour session is concerned with 
developmental arrests at childhood levels, showing 
how such arrests act in a practical way to bring a 
monotonous repetition of fear, apprehension, or 
frustration. 

The material presented is always by actual ex- 
ample. There is nothing that holds a human being 
like a story about another human being. We never 
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hear the objection that the sessions are not interest- 
ing. Usually the patient knows someone else who 
should be hearing these talks. 

Following these ventilative talks, between which 
there is ample time for the patient to cogitate, the 
patient usually returns to relate childhood experi- 
ences, marriage difficulties, or occupational prob- 
lems which seem to them to be giving significant 
cause for the wrong type of emotions. 


The Period of Re-Education 


The principle that is given the patient for pulling 
himself out of the doldrums is a simple one which he 
can understand and practice, and one that can be 
universally applied to 98 per cent of the patients. 
It is that they have either never had or have lost the 
knack for enjoyment; that is, they have habitually 
fallen away from the cheerful and pleasant emotions, 
either because of situations they are in, or because 
of childhood arrests in certain departments of living. 

We believe with Mowrer and Shoben that the 
fundamental trouble is not a traumatic repression 
in childhood but a defect in the patient’s education 
toward maturity. It isn’t therapeutically useful to 
relive the past; what seems to be more important is 
to start education where it had failed. It interests 
every patient, and does none of them harm, to see 
how they may mature to an effective level for con- 
ducting the common exigencies of life. 

In being given the principle of emotion-substitu- 
tion, the patient must first be made to feel that he 
has a new handle to guide his living, and what is 
more important, he must see this handle is so practi- 
cal that it will enable him to change his basic emo- 
tional outlook. If he feels this to be true, he will 
begin to do what he must do—to substitute new 
enjoyable emotions where previously he had been 
in the habit of reacting with fear, anxiety, and 
worry. 


Medication 


A patient is given such medication as can be ex- 
pected to alleviate his symptoms. The true purpose 


and action of the medication is explained to | im, 
and he is told that he is to take it until “‘his a ito- 
matic controls are working again.”” When a patent 
has at the basis. of his apprehension a transient 
migrating fibrositis, he is told that he may hav. to 
take alleviating medications off and on for many 
years. The great majority voluntarily stop medica- 
tions at the end of a month. 


Results 


Physicians who are harrassed by the host of 
emotionally sick people, and even more by a feeling 
of therapeutic impotence, will find that the method 
described herein will at least turn their medical 
practice from an impotent hell into an enjoyable 
experience. It is first of all therapy for the doctor. 
He need no longer strain the milk of his Art by 
having to sell the patient a course of vitamin in- 
jections after a course of liver therapy has failed. 

In a field where the effects of therapy are so difhi- 
cult to grade and evaluate as in emotionally induced 
illness, it is certainly not reliable for the clinician 
to report results. Follow-ups are difficult. When 
patients do not return after therapy, it may be be- 
cause they are improved, or, as often, because they 
are unimproved. Of 200 consecutive patients who 
could be located, results were graded as follows: 
good result—patient felt well and did not need to 
see a doctor for a year following therapy; fair re- 
sult—patient accepted the diagnosis and did not see 
a doctor for a year following therapy, but he con- 
tinued to have his original trouble; poor result— 
patient felt no better after therapy and continued to 
see physicians. On this basis, the results were: 


Good results 


Fair results 


63 per cent 
20 per cent 
17 per cent 


There were various factors which played a definite 
part in the results, especially the length of time the 
patient had had symptoms, and the nature of the 
underlying difficulty which was responsible for the 
patient’s emotions. 


GP © Volume IX, Number 5 


fue 
ie 
| 
| 
esults. . 
46 


Diagnosis of Neurologic Disorders 


BY JAMES L. O'LEARY, M.D. 


AND JOSEPH J. GITT, M.D. 


Section on Neurology, Washington University School of Medicine, Saint Louis, Mo. 


The welfare of the neurologic patient is materially protected by the general practitioner’s ability to make an 
accurate appraisal of the source and kind of disability. The difficulties that plague early diagnosis are largely 
those that stem from feelings of inadequacy about anatomic knowledge, and from uncertainty about how many 
common conditions there are to confuse with one another. A physician can shed such feelings and uncertainty by 


close attention to comparatively few details. 


In rast month’s GP you were briefed upon those 
rudiments of anatomy which sharpen judgment for 
quick and reliable appraisal of the site of disease 
within the nervous system. Certain aspects of the 
neurologic procedure were selected for comment to 
emphasize tests which may be done in too cursory a 
fashion, or without due insight into their signifi- 
cance. Finally three common neurologic symptoms 
were reviewed. 

In the following pages are considered certain of 
the neurologic conditions which you must meet 
occasionally in office practice, emphasis continuing 
to be on practicality. This emphasis is not original. 
It was used at the turn of the century by Charles 
Gilbert Chaddock, a neurologist skilled in impart- 
ing to the practitioners of his time the best of 
neurologic knowledge just as it was coming to be dis- 
covered in continental centers. Two quotes from 
Chaddock are pertinent: ; 

“The experienced neurologist works with his 
practical points gained in his large sphere of special 


observation; but when he comes to write he 
frequently loses his practical positiveness in theo- 
retical indecision.”’ And, must not leave the 
mind out of account, nor can we expect always to 
reduce disease of the nervous system to anatomical 
terms.” 


Shaking Palsy 


Advanced parkinsonism (paralysis agitans) is 
recognized easily from a body habitude of semi- 
flexure at the principal joints, shuffling gait, ex- 
pressionless face with unblinking eyes, rhythmic 
pill-rolling tremor, and rigidity of dependent parts. 
But the diagnosis should be made early, for medica- 
tion makes its more important contribution then 
by abating tremor and the slowing of movement. 
Noted by an employer, either of these may lead to 
dismissal. 

The early symptoms are the slowness, tend- 
ency to sit long in one place, and enfeeblement. 
There may also be masking of the face, difficulty in 
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BRACHIORADIALIS 


Figure 1. An electromyogram from an early case of postencephalitic 
parkinsonism. Simultaneous records of the tremor were obtained from 
triceps, biceps, and brachioradialis muscles. Note that the clusters of 
spikes recorded with each tremor beat are out of phase between the triceps 
and the other muscles. Vertical broken lines labeled B show beat si- 
multaneity between biceps and brachioradialis. Vertical broken lines la- 
beled A pass through silent periods in the activity of the latter two muscles. 


converging the eyes, and minimal tremor of head 
and lips. Tremor of the hands and rigidity may be 
difficult to detect early. A latent tremor may be- 
come evident if the arms are outstretched, or if a 
hand is placed in a pill-rolling position. Electronic 
recording of muscle activity may also aid in un- 
masking an early tremor (Figure 1). 

_ Wartenberg recommends a head-dropping test 
as an early definitive. With the patient lying upon 
a padded examining table, eyes closed, relaxation 
is obtained through cajolery. The palm of one of 
your hands is placed under the head, and with the 
other you raise and drop it. The normal head drops 
by dead weight, whereas in early parkinsonism the 
head drops back slowly. 

Parkinsonism may begin unilaterally, suggesting 
again that the centers of a side of the brain partici- 
pate in control of the musculature of a side of the 
body. In this instance, as with the pyramidal tract, 
the control is a crossed one. Unlike the pyramidal 
tract, you need not be concerned with the entire 
‘path between the basal centers of the cerebrum and 
the spinal motor output. Once the diagnosis is 
made, the principal site of disease is placed above 
the tentorium. Neither is brain tumor a likely con- 
sideration, although it may be an important fear of 
your patient. The etiology is on a degenerative, 
arteriosclerotic, or postencephalitic basis. 


The residuals of encephalitis have a few dis- 
tinguishing features that are often missed. In the 
history, one searches for an episode of winter “‘flu” 
with or without evidence of encephalitis. Coupled 
with the parkinsonism are other unique features. 
There may be bouts of upturning of the eyes (oculo- 
gyric crises) and excessive salivation. The sleep 
cycle may be disturbed. 


Use of Drugs 


Whatever the cause of parkinsonism the same 
drugs are used in symptomatic treatment, the 


purpose of which is to overcome rigidity and to sub- 


due tremor. We have had good success with Bena- 
dryl and Artane, alone or in combination. Bena- 
dryl may be increased slowly to a total of 100 to 
300 mg. a day, given in divided doses. For Artane, 
2 mg. t.i.d. would be a usual dose. Hyoscine and 
atropine are effective drugs also, and Dexedrine 
has usefulness as adjunctive medication. Post- 
encephalitic cases sometimes do well upon stra- 
monium. 

To the extent that the drugs keep the patient 
ambulatory and permit self-care, they are successful 
in even the more severe cases. Do whatever is 
within your power to keep the patient ambulatory 
and self-sufficient as long as possible. 
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Three Scleroses 


To distinguish between multiple, amyotrophic. 
and combined scleroses is a practical “‘first” for the 
general practitioner. Pass this hurdle, and you 
understand several common diseases which attack 
the spinal cord. Minimal anatomic knowledge is all 
that is necessary to make one of these diagnoses. 

Multiple Sclerosis. The disabilities of multiple 
sclerosis are occasioned by damage to the con- 
ducting tracts. These are attacked in patchy fash- 
ion, lesions occurring in crops and unexpectedly. 
The words “multiple” and “‘diffuse” imply a hit or 
miss distribution: although the sites are few indeed 
that are always missed, certain sites of predilection 
are attacked over and over. Knowing these, one can 
infer a dominant combination of signs. 

Two long tracts of the cord, the one motor and 
the other sensory, are more frequently attacked. 
These are the pyramidal motor and the dorsal 
column for position/vibration sense. That com- 
bination of deficit is likely to result in a spastic- 
ataxic gait, a variety seen often in multiple sclerosis. 
Vibratory sensitivity, tested over the malleoli, is 
commonly reduced more than is position sense 
tested by toe motion. 

The white core of the cerebellum is vulnerable, 
and lesions there give inco-ordination in the finger- 
to-nose test and other cerebellar signs. The optic 
tract, notably that bundle of it which supplies the 
clear vision fovea, is commonly damaged. Because 
the foveal bundle occupies most of the temporal 
part of the optic disc, temporal pallor (uni- or 
bilateral) may be evident. Finally, the frontal lobe 
white matter is susceptible. Lesions there may cause 
change in personality, the usual being a cheerful- 
ness out of harmony with the seriousness of the 
affliction. 

Summarizing, recall five situations in multiple 
sclerosis. Other hits may drop in parts of the play- 
ing field you are unable to cover for want of suf- 
ficient knowledge; but the ones mentioned can lead 
to the correct diagnosis. Textbooks commonly em- 
phasize a Charcot triad ; however, for the purpose of 
early diagnosis a distinctive gait disturbance, an in- 
disputable toe sign, a defective vibratory sense, 
finger-to-nose inco-ordination, and temporal disc 
pallor are what you should look for. You cannot 
expect to find all; but several taken together sug- 
gest the diagnosis if history is also consistent. 

Expect your real triumphs after you learn to 
question for prior attacks. Presume a multipara, 
age 32 (the diagnosis of multiple sclerosis is usually 
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made between 20 and 40), who sees you because of 
difficulty in walking of a few weeks’ duration. The 
case reveals a spastic-ataxic gait, impaired vibratory 
sense over the malleoli, a unilateral Babinski, and 
questionable temporal pallor of one disc. If multi- 
ple sclerosis, a new crop of lesions has developed 
recently. Knowing the course of that particular ill- 
ness, you may assume that a few seeds had sprouted 
earlier from the same soil. 

Thus, jog the memory by direct questioning, 
taking up episodes of diplopia, of vertigo, of blurred 
vision, of fleeting weakness or inco-ordination in an 
arm or leg of the female, and additionally of short- 
lived bladder retention in the male. In the female 
the earlier symptoms may have appeared toward 
the end of a pregnancy, or in a puerperium. They 
may have left behind no objective sequelae. In fact, 
even a good neurologist will sometimes label a first 
attack of multiple sclerosis as hysteria because he 
cannot demonstrate objective signs of neurologic 
deficit. 

Treatment of multiple sclerosis is still sympto- 
matic, so guard the patient against enthusiastic 
claims in popular magazines. The expectancy of long 
morbidity is such that resources are best conserved 
for the needs of the future. New crops of lesions 
will sometimes appear after excessive fatigue or 
emotional disturbance, and advice on these scores 
is important. Spasticity may be reduced somewhat 
by adequate dosage of Benadryl and occasionally of 
Artane. Treatment of bladder retention and of 
vertigo are also symptomatic. Dietary restrictions 
are not necessary unless a sedentary life leads to 
weight gain. Trials of cortisone and ACTH are too 
recent to predict eventual results, so better leave 
them to specialists. 

Combined Sclerosis. Confusion between multiple 
and amyotrophic lateral sclerosis is unlikely. 
However, we foresee difficulties with combined 
sclerosis, a spinal affection which may develop in 
the course of pernicious anemia. The dorsal cord 
columns (position/vibration from toes and malleoli) 
and the long motor tracts to the legs are the vul- 
nerable parts. Because the condition arises in a 
metabolic deficiency, the impairment is likely to 
come on gradually and with fair symmetry. Early, 
one of two sets of findings are likely with a chief 
complaint of increasing gait disturbance and (some- 
times) of numbness and tingling of hands and feet 
made worse by the rubbing of clothing. In the one, 
hypertensive leg jerks, stiffness of spasticity, and 
toe signs appear; in the other (dorsal columns), leg 
jerks are reduced and position/vibration loss is 
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outstanding. If the start is in the dorsal columns, 
vibration loss is likely to be out of proportion to 
that of position and the picture may simulate 
affections of nerve (neuropathy) or even the tabetic 
manifestations of tertiary syphilis. 

In combined sclerosis, examination of the tongue 
for smoothness and beefy appearance, of blood 
and bone marrow, and of gastric acidity gives the 
clues to early diagnosis. Recollect that the patient 
may have been treated earlier by liver injections 
when blood and bone marrow were typical but 
before neurologic impairment had set in, making 
hematologic findings equivocal at your examination. 
At this writing Bw, in intra-muscular injections, 
gives the most promise of stopping the progress 
of the neurologic complications. 

Amyotrophic Lateral Sclerosis. The outstanding 
spinal deficits of multiple and of combined sclerosis 
relate to long motor and sensory tracts. In amyo- 
trophic lateral sclerosis, better called ALS syn- 
drome, sensory signs are absent and the impair- 
ment is drawn from a combination of disturbances 
attributable to (1) motor long tract and (2) motor 
output. 

Typically, signs of output deficit precede those of 
the motor long tracts. The patient becomes aware 
of weakness and wasting of the small muscles of 
the hand (Figure 2). Commencing distally, and more 
often unilaterally, the wasting moves with time 
toward the shoulder girdle. Along the line, the 
other hand also becomes impaired. Look for muscle 
ripples (called fasciculations) in the arm and about 
the shoulder girdle. The ripples are important 
evidence of the ALS syndrome. Oblique lighting 
may make them more apparent. 

As a part of the output loss, arm jerks may be 
reduced or absent, as is the case when the reflex 
arc is broken. Output signs are likely to make their 


Figure 2. Wasting of the dorsal interosset in a case of 
amyotrophic lateral sclerosis.. Note particularly the 
atrophy of the first dorsal interosseus of the right hand. 
With the complaint of weakness of the hands, one may 
turn from evidence of atrophy there to search for muscle 
twitchings about the shoulders and to examination for 
long tract motor deficit in the legs. 


appearance first in musculature supplied through 
the brachial plexus. Long tract motor deficit is 
likely to appear in the legs, and that affection, too, 
may commence in one before it does in the other. 
Because deep sensation is not affected, co-ordina- 
tion is not likely to be disturbed, and evidence of 
sensory impairment should send one in search of 
another diagnosis. 

A nucleus of ALS cases is due to premature 
aging of long tract and motor output elements, and 
from that point of view the condition might be 
considered a disease entity. However, if the upper 
level of involvement is at the cervical cord, one is 
often hard put to rule out a spinal tumor, a her- 
niated cervical disc, or scarring of the cord mem- 
branes. Thus, habitually, the neurologist looks 
above for evidence of stem involvement. If there 
are no stem output signs, x-ray examination of the 
cervical spine is certainly indicated, and it is wise 
to refer the case for a myelogram if any suspicious 
x-ray findings develop. In testing for stem involve- 
ment consider a strong jaw jerk and wasting and 
twitchings of the tongue as evidence of motor 
defect. Stem signs indicate a poor prognosis. 

Besides mistaking local sign of tumor or disc at 
the brachial cord level for ALS, one may forget 
that muscular wasting and sheet-like rippling of 
muscles can be a sign of hyperthyroidism in which 
instance antithyroid drugs may provide successful 
treatment. In nuclear ALS, no specific treatment 
exists, so out of kindness to the patient survey all 
possibilities of mistake before issuing a prognosis. 


Neuritis and Neuralgia 


Affections of nerves, or of the roots by which they 
emerge, are met commonly in office practice. Neu- 
ritis and neuropathy are exchangeable terms imply- 
ing inflammatory or degenerative changes, although 
such might not always be evident to a pathologist. 
If the affected nerve contains skin sensory elements, 
numbness, tingling, or itching are referred to its 
distribution, and the part supplied may feel colder 
or warmer than usual. Muscles have sensory end- 
ings, too, and excessive discomfort arising from 
squeezing may be a significant finding in neuritic 
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conditions. In alcoholic neuritis, at least, painful 
cramps often develop. If motor elements are in- 
volved, enfeeblement, and even atrophy, may result. 
In mixed nerves, both motor and sensory elements 
may be affected together, and jerks reduced or lost 
from either impairment. 

By contrast, a neuralgia is an affection of a sensory 
supply alone in which the severe paroxysms of pain 
which bring the patient may be presumed to arise 
out of an altered physiologic process. Structural 
change is not presumed; and there are no related 
neurologic findings. 


NEURITIDES 


The concept of neuritis is a broad one. It ranges 
from the affection of a single nerve (Bell’s palsy and 
mononeuritides which follow the injection of a 
serum) to widespread symmetrical involvement 
which extends into the cord and brain stem, and 
sometimes develops speedily. Neuritides may arise 
out of perversions of metabolism (as in diabetes, 
porphyria, and amyloidosis), in malignancy, with 
metallic poisons (as lead, arsenic, and mercury), 
with other chemicals (insecticides, fluorophos- 
phates, and the tri-ortho-cresyl phosphate of “‘jake 
paralysis’’), and in periarteritis nodosa. 

The neuritides of thiamine deficiency and pel- 
lagra are recognized ordinarily; however, thiamine 
and nicotinic acid are not always corrective. The 
total protein intake and its quality with relationship 
to carbohydrates is important; and fat and mineral 
content of the diet may also play a role. Another 
contributing factor is delayed absorption, as in dys- 
entery and steatorrhea. In neuritis due to arsenic, 
the arsenic combines with certain sulfur groups of 
the protein part of an important enzyme system, 
inactivating the system. Thus it attacks the nerve 
metabolism from an angle different from that of 
thiamine deficiency, and you would not expect 
thiamine to be effective. Treatment with BAL 
may be. 

Older clinicians will tell you that the soil must be 
fertile for a neuritic state to sprout. Thus, whatever 
the apparent cause, look carefully into nutritional 
and metabolic disorders which might predispose. 


Figure 3. Wasting of the small hand muscles in a case 
of diabetic neuromyelopathy (affection of nerves and 
spinal cord). Compare with Figure 2, noting that the 
manifestations are similar. When diabetic neuropathy is 
suspected, careful sensory examination is always indi- 
cated; with amyotrophic lateral sclerosis survey all pos- 
sibilities of mistake before issuing a prognosis. 


Brief comment upon Bell’s palsy is indicated, for 
it is met often in office practice. A flaccid weakness 
of a whole side of the face may be ushered in by a 
low-grade fever, malaise, and pain referred to the 
mastoid tip. You will usually obtain a history of 
uncommon drafts the preceding day, the exposure 
occurring while riding in a car or working in a 
windy room. If obtained, these aspects of history 
will assure that you are not dealing with an early 
sign of some rare and ominous neurologic condition. 
The subject is unable to close his eye: protection 
from cinders is insurance against corneal ulceration. 
Examine taste and question about hyperacusis, for 
we attribute Bell’s palsy to swelling of the nerve 
(inflammation?) within its tight bony canal. If the 
pressure block occurs high in the temporal bone, 
the taste bundle and the motor twig which supplies 
the stapedius muscle are also affected; if low and 
just above the stylomastoid foramen, the muscles of 
facial expression will be involved alone. 

Putting the patient on oral thiamine and nicotinic 
acid and gentle manual massage is certainly not 
harmful ; advise against energetic electrical massage. 
A majority of those afflicted will recover with a good 
cosmetic result; for those who do not, there are 
procedures of plastic surgery which are restorative. 

Foot-drop that results from habitual leg crossing 
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is a pressure block neuritic manifestation met occa- 
sionally in office practice. The observation that the 
legs are crossed during an interview suggests that 
etiology. Other foot-drops not so obviously due to 
pressure upon the exposed peroneal nerve occur in 
older debilitated patients. This latter leads to the 
suspicion of dietary insufficiencies, and supplemen- 
tary vitamins are recommended in all such in- 
stances. Occasionally a patient with a herniated 
L4-L5 intervertebral disc will escape hard pain, and 
will present with a foot-drop, so that possibility 
should be remembered also. 

By contrast to these, consider an uncommon pre- 
senting complaint in diabetic neuropathy. The sub- 
ject may be a long-standing borderline diabetic con- 
trolled on diet alone; or, if a new patient, you may 
not think of diabetes off-hand. You see him now for 
a paralyzed oculomotor nerve which has left him 
unable to move that eye except outwardly, or to 
open its lid. In oculomotor paralysis, you should be 
apprehensive lest the cause be an unruptured 
aneurysm on one of the carotid branches near the 
saddle. You will find that the pupil still reacts to 
light, however, and you proceed to the legs to test 
vibration/position sensitivity. In diabetic neuro- 
pathy, affection of one of these is likely. You will 
also squeeze the muscles to decide if wasting exists, 
or if they are tender. If no third nerve palsy had 
arisen, the same patient might have come in later 
complaining of increasing weakness, gait disturb- 
ance, muscle tenderness, and numbness and tingling 
of the feet. Often as not the signs are asymmetrical. 

In certain severe and uncontrolled young dia- 
betics, severe cord involvement may occur as well, 
with all of its tragic consequences (Figure 3). Con- 
trol of diabetes does not markedly ameliorate the 
neuritic complaint, any more than control of perni- 
cious anemia by liver injections will invariably lift 
its cord complications. Neurologists and internists 
are always trying new supplements to usual cor- 
rective therapy in diabetic neuropathy, the latest 
being a pregnant cow liver extract. 

Finally follow the road of the neuritides to one 
more important diagnosis. We care little for this 
purpose whether you learn to refer to it as Guillian- 
Barré, infectious polyneuritis, neuronitis, neuro- 
radiculo-myelitis, or Landry’s paralysis. It may ap- 
pear in a previously healthy young adult, or there 
may have been a precipitant, such as a preceding 
upper respiratory infection or a Pasteur treatment 
course. In the very beginning, there is likely to be 
symmetrical weakness of the feet, and this can be 
overlapped by numbness and tingling. The process 


rises rapidly (a day or so) to the thighs or hig)... 
and may turn into a complete transverse cord | \.- 
ture. At this stage one hopes earnestly that | \\« 
process will stop its upward progress before «ic 
respiratory centers are reached. If it does, foot-di), 
bladder retention, and maybe bed sores will be ‘ie 
chief problems. 

Early, you may think of poliomyelitis, for ihe 
paralysis is flaccid and jerks are reduced; yet motor 
impairment in polio does not often commence so 
symmetrically, nor with sensory affection. Pain and 
calf tenderness often do characterize the onset of a 
polio, of course, but if position and vibratory blunt- 
ing is an early prominent feature, one should cer- 
tainly consider another diagnosis. 


NEURALGIAS 


Neuralgias need only brief comment, for the com- 
monest, tic doulowreux of the trigeminal is usually 
recognized by the general practitioner. Other cranial 
nerves less often involved are the glossopharyngeal 
and the facial. Severe paroxysms of burning pain 
which radiate through the nerve’s (or a branch’s) 
sensory distribution are the distinguishing feature 
of a neuralgia; and examination should not disclose 
neurologic impairment. If you do find insensitivity 
of the facial skin, suspect a less common explana- 
tion. The éic subject is usually above middle age, 
and for sure diagnosis seek a trigger point; other- 
wise tic douloureux, for example, may be confused 
with other causes of face pain, as bad occlusion of 
the teeth or an imperfect temporomandibular joint. 
The trigger is a sensitive point from which a gust of 
wind, handling, or hot or cold foods, seem to ini- 
tiate the paroxysms. In tic douloureux, it is often 
upon the lips or gums. The paroxysms are of short 
duration, so suspect other causes for more continu- 
ous pain. 

Glossopharyngeal paroxysms are likely to trigger 
at the back of the pharynx and to radiate downward 
along the line of the Eustachian tube. Pain-bearing 
components of the facial are few and supply a small 
area deep in the ear canal. The neuralgia is ex- 
perienced at that point. In considering neuralgias 
of facial or glossopharyngeal nerves, a history of her- 
pes zoster is important, for the ganglia of those 
nerves may have had a herpetic infection undis- 
closed by earlier examination. 

A neuralgia has its quiescences and flare-ups, 80 
do not rush the patient to the neurosurgeon too 
early. He may not have made up his mind to trade 
relief from pain for the persistent numbness which 
follows a root section. It is our practice to ¢alk sur- 
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gical relief early, explaining the subjective numb- 
ness that will result. Meanwhile undertake medical 
treatment. You can expect the patient to acquire 
confidence in your conservatism and to go along 
well with the neurosurgeon if the time comes. The 
best operative results are obtained when the patient 
is left to decide his own issue. Meanwhile massive 
daily injections of B,. for a week or more, as recom- 
mended by Irwin Levy, may do much to bring about 


a remission. 
Low and High Discs 


Low Discs. The agonizing pain of sciatica often 
arises from a lumbosacral root irritation (radiculi- 
tis), the likely cause of which is a protruded inter- 
vertebral disc. Trauma may be the precipitant, and 
the lumbosacral disc (S1 nerve) is the commonest 
offender. Since the herniation occurs laterally, the 
sciatic manifestations are one-sided. Causes of low 
back pain (to which general category the complaint 
relates) are multiple; and one should exclude pelvic 
cancer and other possible etiologies. Besides the 
lumbosacral disc, those of L4-L5 (L5 nerve) and 
L3-L4 (L4 nerve) are offenders. Thus, examining 
for low back pain with a one-sided sciatic affection, 
it is your immediate goal to determine if the signs 
indicate such a displacement, and which disc is 
involved. 

In herniated disc, the pain is apt to be made 
worse by activity and to be eased by rest. However, 
during acute exacerbations the discomfort may be 
greater in sitting than in standing. Coughing, 
sneezing, and straining at stool aggravate the pain. 
Commonly the subject shows a lumbar scoliosis, and 
stands with the affected hip held higher. In a lateral 
prone position with thighs flexed as much as possi- 
ble, the successive lumbar interspaces of each side 
should be palpated for point tenderness. If found, 
the evidence for herniation is suggestive; and it is 
even more suspicious if palpation in one spot con- 
sistently gives radiation of pain along the sciatic. 

With the subject turned to his back, straight leg 
raising and Laségue tests are done. The amount of 
restriction in leg raising is a guide to the severity 
of nerve irritation, for variable spasm of the ham- 
strings restricts upward movement at 45° to 70°. 
During these maneuvers, dorsiflexion of the foot to 
place the sciatic on stretch may reproduce the pain. 
Patrick’s test excludes hip joint disease. The heel 
of the affected leg is brought upon the opposite knee 
and that thigh is pressed to the table. This is fol- 
lowed by rotation of the femur. 

In testing for the related neurologic deficit, the 
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most sensitive early indicator is a reduced tendon 
jerk. However, that is only truly applicable to S1 
(lumbosacral disc) for that nerve serves rather ex- 
clusively the ankle jerk. The jerk is tested most re- 
liably in the kneeling position, with reinforcement. 
The L5 nerve is not the exclusive property of any 
leg reflex, and the next best indicator must be used, 
weakness of dorsiflexion of the great toe, innervated 
from L5. Impaired skin sensitivity is the last sign to 
appear, though numbness and tingling in one or 
another dermatome distribution may precede local- 
ized muscle weakness. The S1 dermatome corre- 
sponds roughly to the distribution of the lateral 
plantar nerve and passes forward from the external 
malleolus along the outer border of the foot to the 
little toe. For L5, test the dorsum of the great toe 
and the inner side of the dorsum of the foot to the 
ankle. Light rubbing with a finger tip will serve for 
touch deficit. For pain, the two dermatomes are 
compared, using both pin prick and scratches. The 
latter relates to what is called “slow pain” and is 
often overlooked. 

A low disc, once diagnosed suggestively, can 
often wait until failure of conservative measures has 
convinced both physician and patient that further 
delay is intolerable. Existence of marked local weak- 
ness is an exception. Ordinarily, however, failure of 
conservative measures should be time enough to re- 
fer the case for exact localization with opaque ma- 
terials, and for operative treatment. It is presumed, 
however, that you have taken x-rays early for com- 
parative purposes and to rule out spondylolisthesis 
and arthritic changes, and have done pelvic and 
rectal examinations where indicated to rule out can- 
cer. Rarely you might miss a cauda equina tumor; 
but the signs there are bilateral, and progressive 
muscle wasting, marked sensory deficit, and bladder 
difficulties will tell you that the case is not typical 
of the disc syndrome. 

High discs also rupture laterally as the usual 
thing, and the compression of the corresponding 
nerve root also gives one-sided signs. The trauma 
may have been minimal. The C6 (C5—C6 disc) and 
C7 (C6-C7 disc) are the two usually affected, the 
latter having a higher incidence. The two have in 
common the complaint of marked boring or other- 
wise agonizing pain at the root of the neck and over 
the high precordium and scapular spine, extending 
sometimes to the elbow. The symptoms of root com- 
pression may be temporarily exaggerated for diag- 
nostic purposes by flexing the neck laterally toward 
the affected shoulder and applying pressure to the 
top of the head. Under this circumstance, numbness 
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and tingling may extend to the index and middle 
fingers. Sensory loss may also be noted extending to 
these digits, and at times a patient will complain of a 
cold hand. 

For deciding which of the two discs is affected, 
arm jerks are the best guide. With C5—C6 discs, the 
biceps is likely to be reduced and that muscle may 
be weakened. With C6—C7 discs, the triceps is sim- 
ilarly affected. Scalenus anticus and cervical rib syn- 
dromes more commonly involve C8-T1. The man- 
euver of flexing the head mentioned above is apt to 
stretch the scalenus on the side opposite to that on 
which the intervertebral foramina are narrowed, and 
to aggravate symptoms in the scalene-affected arm. 

Early reference of cervical discs for specialist 
study is imperative. It is true that head traction 
with moderate weights may provide relief; however, 
the high disc syndrome is not too unlike that of 
cervical cord tumor, and in any event the available 
space is small, torsion of the cord may occur, and 
long tract motor signs appear. Some cervical discs 
rupture in the midline, and then the subject may 
present with long tract signs evident bilaterally. 


Tumor 


Some general practitioners must cling to the no- 
tion that headache, choked disc, and projectile vom- 
iting are the only important signs of brain tumor, for 
cases still reach neurosurgical centers later than 
necessary. As a tumor grows, it consumes space; the 
corollary is that progressive neurologic deficit is the 
all-pervasive portent of tumor. Obtundity, paralysis, 
headache, visual loss, convulsion, aphasia, vertigo, 
vomiting, hiccup—even unilateral nerve deafness— 
are important signs. Suspect tumor if one of these 
appears and increases in severity with time (even a 
very short time) ; or if another symptom is added to 
one not yet old. This principle applies wherever a 
tumor may grow within the skull or spinal canal— 
above the tentorium, in the posterior fossa, or along 
the spinal cord. 

Classes of Tumor. There are six general classes of 
tumor: glial, meningeal, nerve sheath, metastic from 
a malignant focus elsewhere, embryonic rest (in- 
cluding dermoids and craniopharyngiomas), and 
pituitary. Nerve sheath tumors grow upon the root 
of the auditory or of one of the spinal nerves. Pitu- 
itary tumors and craniopharyngiomas relate to the 
saddle. A dermoid arises at a point of imperfect 
closure of the embryonic neural tube. A usual site 
for one is at the lower end of the spinal cord, and 
there may be a dimpling of the overlying skin to 


mark the spot. Meningeal tumors grow on the fi. . 
which splits the cerebrum at the vault, about ¢'.- 
saddle, and along the spinal cord. Ordinarily m¢ .- 
ingiomas displace neighboring substance, cause «. - 
fects by pressure from without, and if diagnos« 
early, are likely to have an excellent prognosis. G!).1 
tumors arise and destroy from within. Tumors froin 
elsewhere may metastasize either to-the nervous 
substance, to the membranes, or to encasing bone. 

Localization. Knowledge of cerebral localization is 
important for early diagnosis of tumors that arise 
above the tentorium. We discussed earlier the focal 
signs of lesions in different parts of the cerebrum, 
and these are the signals that lead to early diagnosis. 
In addition, note the importance of obtundity (men- 
tal fog) as a general sign. Increasing fogginess is a 
strong portent of cerebral tumor, and barbiturates, 
bromides, electrolyte imbalance, developing senile 
state, and metabolic and cardiorenal deficiencies are 
important considerations in evaluating its cause. 
And we say with strong emphasis, one never adds to 
mental fog by injudicious giving of morphine, for 
the surgeon must use the state of consciousness as 
his most reliable index to the state of the patient. 

Posterior Fossa Tumors. The three common tu- 
mors of the posterior fossa are the midline one of 
the child’s cerebellum, that of the lateral cerebellum 
in adults (it grows slowly and becomes cystic), and 
the quite slow-growing acoustic neurinoma that 
arises in the angle. 

The midline cerebellar tumor may attract atten- 
tion because of a gait disturbance or of persistent 
vomiting. particularly early morning vomiting. The 
fundi will often show choking of discs. 

The lateral cerebellar tumor produces same-sided 
inco-ordination of arm, less obviously of leg. That 
inco-ordination is called ataxia, which means out- 
of-touch. Thus when arm movements are so ill-con- 
trolled as to be out-of-touch, you may suspect same- 
sided cerebellar involvement, whatever the cause. 

Increasing unilateral deafness and high-pitched 
continuous tinnitus are important early signs of 
acoustic neurinoma. Later, as such a tumor grows, 
same-sided cerebellar and opposite-sided long tract 
motor signs may add to the initial deficit, as may 
insensitivity of the same-sided cornea or face. 

Cord Tumors. Meningiomas and nerve sheath tu- 
mors compress the cord by growth from without; 
glial tumors arise within. In either instance the sig- 
nals you should be alert for are: (1) root pain, or 
limited muscle wasting and diminished jerks, ap- 
pearing as local sign, and (2) long tract motor deficit 
in one leg, pin-prick insensitivity in the other (re- 
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Figure 4. A brain wave tracing to illustrate the prin- 
ciple of brain tumor localization. Each of the eight lines 
represents brain activity recorded from a different site 
upon the scalp. Even-numbered (right-sided) and odd- 
numbered (left-sided) leads are recorded upon alternate 
lines. Line 4 (arrows) records the principal site of ab- 
normality which relates to an underlying tumor. Sites 
at which scalp electrodes are applied are indicated in the 
inset figures. 


member pain). Obviously a spinal tumor may give 
bilateral signs early; however, you are less apt to 
miss the significance of that. 

In tumors of the cauda equina, progressive sen- 
sory loss, paralysis with wasting of both legs, and 
bladder and bowel incontinence are the important 
signs. 

Diagnostic Aids. Two supplementary procedures 
of office practice aid in deciding that a tumor exists. 


Figure 5. A subdural hematoma from the neurosurgical 
service of Prof. H. G. Schwartz. A. Clot exposed, con- 
vexity of the brain below. B. Clot removed (see inset) 
showing good condition of the brain beneath. Ordinarily 
subdural hematoma has an excellent surgical prognosis, 
but early diagnosis is imperative. 


Skull x-rays reveal (1) certain signs of increased in- 
tracranial pressure, foremost of which is erosion of 
the back of the saddle; (2) abnormal intracranial 
calcification ; or (3) displacement of a calcified pin- 
eal gland either toward one side or in vertical or 
anteroposterior planes. 

Even though the clinical signs are scanty at an 
initial examination, x-rays may pay off, for some- 
times a trace of calcification will lead to more de- 
tailed study. When negative, the plates may be valu- 
able later for comparative purposes. 

X-rays of the spine may show erosion of a pedicle 
of a vertebra or an increased distance between pedi- 
cles, either of which may indicate a spinal space- 
consuming lesion. 

In posterior fossa lesions erosion of the meatus by 
which the auditory nerve enters the temporal bone 
may point to an acoustic neurinoma. 

A brain wave examination, the other procedure, 
may give lateralized and localized abnormal rhythms 
which point to an underlying site for a cerebral tu- 
mor (Figure 4). Ordinarily it is not useful in pos- 
terior fossa tumors. 


Subdural Hematoma and Aneurysm 


Subdural hematoma is another example of a space- 
consuming lesion. Because it is a favorable surgical 
condition in which almost miraculous results are 
achieved by early treatment, it is imperative to reach 
a decision as soon after you see the patient as is pos- 
sible (Figure 5). To a point, the progress of symp- 


toms may be quite slow; but sudden decompensa- 
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tion can develop, occasioning shift in the intra- 
cranial contents and herniation through the notch. 
Thus, a difference of a few hours may mean that be- 
tween an excellent surgical risk and a moribund 
patient. 

Note that the trauma which occasions a subdural 
hematoma may have been so minimal as to escape 
recollection. This lesion is also called ‘the imitator” 
because its presenting signs are easily confused 
with those of tumor, of slowly proceeding vascular 
occlusion, of paresis, or of senile dementia. Espe- 
cially in subjects 40 to 60 years old, a combination 
of slowly developing hemiplegia and _ personality 
change causes one to suspect subdural hematoma, 
even if several convulsions have occurred after the 
onset of symptoms. Tumor might show a nearly 
identical picture. When the left cerebrum is princi- 


Figure 6. Unruptured cerebral aneurysms visualized 
by angiography. From the neurosurgical service of Prof. 
H. G. Schwariz. A arises from the anterior cerebral 
artery. Aneurysms in this position commonly occasion 
visual field disturbance; rarely optic atrophy may be 
evident, but that finding is much commoner with supra- 
sellar cyst or pituitary tumor. B. Aneurysm arising from 
the internal carotid artery; the presenting sign here is 
often that of weakness or paralysis of the oculomotor 


nerve. 


pally involved, aphasia may develop more rapidly 
than hemiplegia. 

In any such circumstance, examine the fundi 
carefully for papilledema, and repeat at intervals 
until the problem is resolved. Obtain skull plates, 
for by the time symptoms have become obvious, the 
subdural hematoma may be several months old, and 
there may be erosion of the saddle. If the pineal 
body is calcified, a shift in its position may also sug- 
gest a lateralized space-consuming lesion. Draw a 
blood serology, and if developing mental deteriora- 
tion is the chief basis for your suspicion of subdural 
hematoma, it is well to have a blood bromide also. 

The cerebral aneurysms you are likely to diagnose 
are those which arise from vessels near the bifurca- 
tion of the carotid after it has emerged from the cav- 
ernous sinus (Figure 6). The signs of unruptured 
aneurysm are usually one-sided and relate to the 
structures which neighbor upon the saddle, particu- 
larly optic and oculomotor nerves. Thus, developing 
paralysis of an eyeball with dilation of the pupil 
causes one to suspect an unruptured aneurysm, as 
does one-sided visual loss with eyeground evidence 
of optic atrophy. An aneurysm, previously silent, 
may rupture spontaneously. When it does, a sudden 
overwhelming pain felt at the vertex is likely to be 
followed by unconsciousness. The stethoscope may 
detect a bruit over frontal or temporal regions of the 
head that contains an aneurysm. 

Occasionally an aneurysm may leak at first. In 
that case consciousness may not be disturbed early, 
and you become suspicious because of the complaint 
of an unusually severe headache of sudden onset, 
accompanied by persisting stiffness of the neck. Lat- 
eralizing signs may accompany these general symp- 
toms but are by no means invariable, and the symp- 
toms alone suggest immediate reference for neuro- 
surgical investigation. A prompt decision may save a 


life. 
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Mental Retardation 


BY JEROME NATT, M.D. 
Roanoke, Virginia 


The retarded child should be recognized as early as possible. The sooner treatment is started, the better his 
chances for becoming self-sufficient. Treatment requires special facilities in the community—facilities that the family 
physician must know about so that he can furnish proper guidance to the retarded child’s parents. The physician 
has a larger duty to ensure that work in the field of mental retardation will go forward. 


Ir HAs been estimated that 2 per cent of the school 
population is mentally retarded. Any ailment af- 
fecting such a percentage of the population is cer- 
tainly worthy of study and consideration by the 
medical profession. Mental retardation, which is in 
some measure amenable to therapy, certainly de- 
serves our attention; for by the proper handling of 
these cases we can do much to aid the patient, the 
family, and the community. 

It might be argued that this is not a medical 
problem, and yet from the point of view of the 
general practitioner, it can truly be stated that 
there is nothing which can have greater effect on 
the entire family and its welfare than a mentally 
retarded child. By the very nature of the handicap, 
it can cause untold social, economic, psychologic, 
and physical hardship to entire families. The pre- 
vention of such catastrophes is well within the 
province of the general practitioner if he is aware 
of the means at hand. 

Definition. The simplest and most inclusive def- 
inition of mental retardation is “intellectual back- 
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wardness due to some physical, mental, or environ- 
mental cause.” To this can be added “that if this 
cause can be discovered and removed, the child 
will return to an approximately normal intellectual 
level.” This definition excludes the mental de- 
fectives who may be considered to have an arrested 
or incomplete development of the mind (idiots, 
imbeciles, and feebleminded) and who, in the light 
of our present knowledge, are unable to care for 
themselves or protect themselves against common 
dangers and cannot be taught to do so. 

Etiology. The etiology of mental retardation has 
not been clearly settled. Many factors probably 
enter into the picture—(1) prenatal influences, 
such as the mother’s health, nutrition, and emo- 
tional states during pregnancy; (2) birth injuries 
due to prolonged labor, instrumental deliveries, 
and oxygen lack during labor; (3) infections during 
the early months of the child’s life; (4) unsatis- 
factory emotional and environmental situations 
during these same early days. It is only rarely, 
however, that a specific cause is found. Much study 
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and research is still needed in this particular field. 

Diagnosis. The diagnosis is not a simple matter 
and requires time, skill, and patience. However, 
the diagnosis should be made as early as possible, 
for the sooner treatment is started, the better are 
the chances for a successful result. 

The retarded child is one who develops more 
slowly than the normal. Teething, walking, and 
talking are all delayed. The infantile habits, such 
as bed wetting and thumb sucking, are continued 
beyond the usual time. As a result, he is slower in 
learning toilet, feeding, and dressing habits. He 
shows little or no inquisitiveness and is content to 
lie in his crib or play pen. He is frequently “such a 
good baby” that he causes little or no disturbance. 
Later, he is unable to follow simple directions, and 
as school age arrives, he makes slow or no progress 
in school. 

As more time passes, he continues to retain 
many of his infantile or child-like characteristics 
and qualities. Among these are short interest span; 
tendency to temper tantrums; emotional instability ; 
social inadequacy; inability to work with abstract 
symbols; difficulty in following directions; poor 
muscular co-ordination; hyperactivity of the mus- 
culature; and speech difficulties. 

A thorough physical examination, together with 
all indicated laboratory tests, usually adds nothing 
of positive value. However, the examination is 
needed to rule out such defects as impaired hearing 
or vision, which could cause similar disability. To 
further aid in diagnosis, psychometric and psycho- 
logic tests are used, always remembering that there 
are definite limitations to these tests. They must be 
given and interpreted by one thoroughly trained in 
their usage, and one who is capable of proper 
judgment in their interpretation. A_ diagnosis 
should never be made on the results of one test, 
but only on the results of many which cover in- 
tellectual ability, manual ability, and handicaps. 

There are several pitfalls to be remembered. 
Unless the child understands the requirements, the 
test is not valid. Language difficulties, lack of co- 
operation, fear, and emotional upset interfere with 
their accuracy. Further, psychometric tests give 
little information about emotions. Finally, at best, 
they are only approximately correct. 


Treatment 


Treatment can be divided into three phases: (1) 
treatment of the child; (2) treatment of the parents 
and family; (3) treatment of the community. 


Treatment of the child in infancy should be be: un 
at home. It is of utmost importance that the cliild 
follow a definite daily routine, with little or no ¢x- 
citement allowed. Such a program requires infi::ite 
patience and care. It is a tedious, painstaking 
problem and one that requires the help of the 
entire family. It is too big an undertaking for one 
person and should be shared by all. This makes for 
a better and closer family unity, which is reflected 
in the child. 

This training requires slow and careful repetition 
of the simplest procedures. There must be no 
attempt to hurry the child or to push him beyond 
his capacity to do anything. Such careful and 
persistent training can help the child to accomplish 
much in habit and character development. As he 
progresses, he can be taught to perform simple per- 
sonal tasks, but again, only after long, tedious 
imitation and instruction. All of this will give 
additional security to the child and will aid in his 
development. With this development will come a 
feeling of relief and satisfaction to the parents and 
the family. 

All of this takes time and patience. But, if fore- 
warned and helped by the physician, the parents 
will be better able to undertake such a strenuous 
program. For details in these matters, special help 
will be needed. Here the physician can save endless 
searching and expense by directing the family to the 
most convenient and best facilities. Jf none are 
present, then he should take an active role in procuring 
such services for his community. 

The more advanced treatment of the child is one 
of educational training and is not in the hands of the 
physician. It rightfully belongs to those who have 
been specially trained for this. For the child, the 
primary objective is the same as for the normal—to 
educate and train him so that, in a measure at 
least, he will be self-supporting and self-sufficient 
and so able to enjoy life. It is essential that he be in 
a school where he feels that he belongs and where 
he can be with playmates he likes and with whom 
he can keep up. All this the physician can supervise 
either through direct contact with the school or in 
an advisory capacity to the parents. 

Treatment of the parents begins in the prenatal 
stage. Good prenatal care to prevent any of the 
possible etiologic factors is the duty of all physicians. 
This entails conscientious handling of all expectant 
mothers, with an insistence on adequate diet and 
the early and thorough treatment of any infection 
or other disturbance which may arise. It may also 
require talks with both husband and wife, to aid in 
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solving any emotional problems that they may have. 

At the time of delivery, the best obstetrics is that 
which will produce a healthy baby and a healthy 
mother—a minimum of anesthesia, a minimum of 
operative interference, and as rapid a delivery as can 
be performed without injury to either party. In the 
early months of his life, the child must be guarded 
against or carefully treated for infections or emo- 
tional disturbances. 

All these efforts may be in vain. Then the physician 
is faced with the necessity of treating the parents 
and family. This phase begins at the moment the 
diagnosis is made. The first task will be to combat 
the shock which parents experience when told their 
child is retarded. They are assailed with mixed 
emotions—feelings of guilt, shame, fear, resent- 
ment, and frustration. 

The physician then must show utmost patience 
and consideration in explaining that mental re- 
tardation occurs at all levels, in all peoples, at all 
times. It is not the fault of either parent or either 
family. There are to be no recriminations or accusa- 
tions. Too often have there been family arguments, 
disagreements, and breaches caused by parents’ 
ignorance of this fact. To prevent such breaches the 
physician must assure and convince the parents of 
the fact that no one is at fault. By so doing, he lays 
the groundwork for the necessary partnership and 
co-operation so needed to make the rest of the 
program possible. 

He must plan, with the parents, the future course 
to be followed. This takes into account the nu- 
merous consultations in allied fields—psychiatrists, 
psychologists, social workers, educators, guidance 
clinics. By proper advice at this time, he can save his 
patients much worry and expense. 

The one most important fact that the parents 
must learn is that they are not to expect too much 
from the child. He has definite limitations beyond 
which he will not go. Time and training will alone 
answer the question of how far. Meanwhile, they 
must learn to accept the child for what he is, not 
for what they want him to be. He must be accepted 
at all times for a child of his mental, not chrono- 
logical, age. They must love him just as they do his 
“normal” brother or sister. For through such love 
will the child gain that sense of family security and 
belonging so essential to a satisfactory life. Once the 
parents are set on the proper course, many ap- 
parently insurmountable obstacles can be overcome. 

As a help here, the physician can urge the 
joining of a parents group. Many parents will object 
to joining such a group, for they hesitate to admit 
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that they have a retarded child. But once shown 
the benefits of such a group—the comfort of 
mingling with others having the same problem, the 
knowledge that through unity much can be done 
to help these children—their fears and doubts will 
disappear. Such a step helps to erase their sense of 
guilt or hopelessness. If there are no parents groups 
at hand, the physician, with the aid of the National 
Association for Retarded Children, can help or- 
ganize such groups. 

Treatment on the community level is concerned 
with education of the public, legislation, and re- 
search. Education of the public should be directed 
toward wider and more understanding acceptance 
of the retarded child as an integral part of society ; 
as one who can and should be allowed to become 
a self-supporting individual, although he will in 
all probability need help and guidance at all times. 

The community should provide diagnostic cen- 
ters, preschool clinics, classes for retarded children, 
vocational schools, sheltered workshops, guidance 
centers, and counseling services, recreational fa- 
cilities, and old age assistance in the later years of 
life. The physician can aid in securing these fa- 
cilities by helping to bring these facts before parent- 
teacher associations, civic clubs, church groups, and 
health organizations. He can further help by in- 
teresting labor and business in the cause. 

It must be emphasized that many of these handi- 
capped people can be trained so as to make them 
self-sufficient members of society. It certainly would 
be better business and sounder economics to spend 
comparatively small amounts for a few years for 
training than to spend large amounts over many 
years for support and maintenance. This is all 
aside from the ethical and humane sense of saving 
human beings and giving them their own right to 
a place in community life. 

Furthermore, the physician should help to initiate 
and support any legislative measures that will pro- 
vide these much needed facilities—preferably under 
the school system. For ultimately, all such training 
belongs in our free education system. Just as you 
are compelled to send your “normal” child to 
school, so should you be compelled to send your 
retarded child to a school having the necessary 
facilities for his training. The one difference is that, 
with the retarded child, the need begins earlier, is 
more difficult, and lasts longer. 

Finally, the physician should aid and encourage 
research into the causes of mental retardation. 
For only through such study will we be able to 
obtain the basic knowledge necessary to allow proper 
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treatment. Such research is being carried out at 
present, but additional funds and personnel are 
needed. Encouragement by physicians can help 
greatly in this work. 


Prognosis 


From the foregoing it is apparent that the prog- 
nosis depends entirely on the therapy provided. 
Granted proper therapy, many of these children 
become useful, respected citizens of their com- 
munities. Failing such therapy, they may well be- 


come dependent on their families, friends, or he 
community at large. 

The ultimate decision belongs to all the peo; le, 
but certainly the physician must stand by what he 
does or does not do. He has the opportunity to 
mold much public opinion; he has the education 
and training to lead in the fight for adequate le. is- 
lation for the training and schooling of these ciiil- 
dren; he has the instinct for research into the causes 
and treatment. If he uses all these resources at his 
command, he cannot fail. He must not fail! 


In HIs review of drug-induced hematopoieses, Osgood listed the 
causative agents as follows: 


A. HYPOPLASTIC ANEMIA 
Low risk 
Phenylhydantoins 
Sulfonamides 
Trimethadione 
Quinacrine 


High risk 
Arsenobenzols 
Chloramphenicol 
Mesantoin 

Gold preparations 


B. CHIEFLY GRANULOCYTOPENIA 
Antihistaminics 
Phenothiazines 
Procaine amide 


Aminopyrine 
Nitrophenols 
Thiouracils 


Thi +} 


C. MISCELLANEOUS GROUP 
Presidont 
Methoint 
Quinidine* 
Streptomycin 
Mercurial diuretics 


Phenylbutazone 

Sedormid* 

Phenuronef 

Methimazolet 

Amithiozonet 

*Thrombocytopenia only 
{Granulocytopenia only 


INDUCED 


The author emphasized that, although such drug reactions are 
rare, their detection has utmost importance. This applies to needs 
for immediate treatment and to appraisal of risks of recurrence on 
occasions when an offending drug is used again. In order to avoid 
this latter mishap, he advised that patients receive a full explanation 
of the nature of their disorder and that they carry a card that suit- 
ably explains that they have a dangerous drug idiosyncrasy. Therapy 
was outlined as follows: 


ANEMIA 


STOP THE DRUG! 
Thrombocytic hypoplasias: Transfusions of blood less than 6 hours old, as often as 
necessary to keep some clot retraction at one hour. 
Granulocytic hypoplasias: Procaine penicillin (300,000 units) and streptomycin 
(0.5 Gm.) intramuscularly twice a day. 
Erythrocytic hypoplasias: Blood transfusions whenever hemoglobin drops below 
8 Gm. 


In addition, the author recommended cortisone or ACTH (in full 
doses with usual precautions) and/or cobaltous chloride (50 mg. to 
100 mg. t.i.d.). (Ann. Int. Med., 39:1173, 1953.) 
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Practical Management of Constipation 


BY HARRIS V. LILGA, M.D. 
Burns Clinic, Petoskey, Michigan 


The effective treatment of irritable colon and constipation entails relief of emotional stress 

and the establishment of common-sense living. A thorough examination and firm reassurance by the physician 

is an integral part of treatment. Distressing symptoms are produced by dyssynergia of adjacent functional segments 
of the bowel, caused primarily by emotional stress and mechanical and chemical insults to the bowel, 

and are not effectively corrected by any feasible prescribing of “spasmolytic” drugs. 


Mucu has been written on the subject of irritable 
colon and its synonyms, spastic colitis, nervous in- 
digestion, etc. Many excellent articles have also 
been published concerning the effects of various 
drugs on the management of the spastic bowel. 

The syndrome is familiar to most because of the 
frequency with which patients present this problem 
to almost every physician. There has been some 
tendency on the part of physicians, and on the part 
of pharmaceutical firms, to try to discover the one 
miracle product which would successfully answer 
this problem when used as a blanket prescription. 
It seems futile to assume that such a product will 
ever be discovered. The time consumed in analyz- 
ing the problem and treating patients with irritable 
colon need not be any more burdensome than treat- 
ing patients with other diseases. 


Data from the Patient's History 


The first essential point, and one which may seem 
trivial, is that in the initial interview it must be 
ascertained if the patient is really constipated. He 
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should be questioned in detail as to just how often 
his bowels move and whether the stool is actually a 
hard dehydrated stool. On further questioning of 
patients who come to the doctor complaining of 
constipation, it may be revealed that the patient has 
a normal bowel movement once daily but this does 
not please him, or he may be dissatisfied because his 
bowel does not move at the right time of day. Some 
patients are obsessed with bowel function and are 
unhappy if they do not have voluminous stools. 
The next point to be clarified is what would be 
the patient’s bowel action if he did not take any 
laxatives or enemas. It is well to ask the patient, 
‘What would happen if you did not take any laxa- 
tives or enemas; how often would your bowels 
move?” The usual answer is that they would never 
move or that they would not move for at least several 
days, which would cause the patient to become sick 
with bloating, headache, and nausea. The ob- 
servant physician will notice at this point that the 
patient becomes somewhat apprehensive about the 
physician’s implication that the patient do nothing 
and let nature take its course. Usually, however, a 
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patient will admit that he has not tried it to see what 
would happen. 

Many patients have been told that their bowel has 
“dropped,” indicating that a roentgenogram has 
shown the transverse colon relatively low in the 
abdomen. The patient must be made to under- 
stand that the propulsive action of the colon is not 
hampered by visceroptosis. Visceroptosis is more 
commonly seen in thin people. Sometimes they are 
thin because they have poor eating habits and many 
food dislikes because of basic neurotic traits. There- 
fore, we should expect a high incidence of viscerop- 
tosis in patients who already conform to the per- 
sonality befitting the irritable colon. 

The examiner should next investigate briefly the 
living habits of the individual. This involves inquir- 
ing as to his occupation. Does he have a chance to 
go to the toilet during working hours? Is he work- 
ing in a tense situation wherein there is a persistent, 
though perhaps unconscious, factor of competition 
and keeping an artificial good front? Does he 
change work shifts at frequent intervals? Does he 
rush through a light breakfast and hurry on his way 
to work without giving himself time for a bowel 
movement? Does his usual breakfast consist of no 
more than a glass of orange juice and a cup of 
coffee? Does he arrive home at the end of a working 
day in a tense frame of mind and find his wife has 
the evening meal ready for him as soon as he arrives 
home, or does he take a few minutes to relax before 
he eats the evening meal? It is surprising how often 
information about people’s living habits causes the 
doctor to wonder how they could possibly have 
any semblance of normal digestion or bowel func- 
tion at all. 

Sometimes there are mistakes of diagnosis in 
what appears to be an irritable colon syndrome. 
Mildly symptomatic amebiasis and, occasionally, 
referred symptoms from gastric or duodenal ulcer 
may so closely simulate the syndrome of irritable 
colon that a clinical differential diagnosis is difficult. 
The physician’s lead here may be in his initial im- 
pression and questioning of the patient. If the pa- 
tient is a phlegmatic nonintrospective type of per- 
son, who is a farmer or laborer, and one whose 
habits of living cannot be found faulty, the physi- 
cian should be suspicious of the diagnosis of irri- 
table colon, even though the symptoms the patient 
relates seem to be quite characteristic. 

If the patient is a man past middle age, specific 
inquiries for evidence of partial urinary obstruction 
should be made, as it is not uncommon to relieve 
completely what was thought to be an irritable colon 


in an elderly man by a transurethral resection «+ by 
dilation of a urethral stricture, even though th« pa- 
tient does not initially volunteer any complain: re- 
garding the genitourinary tract. A genitouriary 
diagnosis must be kept in mind even in the presence 
of known extensive diverticulosis of the colon. 

At times, when the diagnosis of irritable colon 
does not seem appropriate to the personality and 
living habits of the individual, and when more ex- 
tensive investigation is not practicable from an 
economic standpoint of the patient, a trial of em- 
pirical treatment for amebiasis or for peptic ulcer is 
simple, harmless, and justifiable. 


Examination of the Patient 


Having completed a reasonably thorough inter- 
view on the above points, it is best to be thorough 
in the examination of the patient. A complete 
physical examination should never be omitted. Not 
only does this reassure the physician that the pa- 
tient does not have any organic disease, but it as- 
sures the patient that the doctor knows what he is 
talking about. 

Certainly an adequate anorectal examination is a 
must on every patient complaining of constipation 
or the irritable bowel syndrome, with or without 
constipation. While more thorough investigations 
such as colon x-rays, sigmoidoscopic examinations, 
stool examinations, etc., are not practical on all pa- 
tients, the simple procedure of doing a digital rectal 
and anoscopic examination with an ordinary ano- 
scope requires but two or three minutes. It is sur- 
prising how frequently the presence of the lowly 
fissure-in-ano will be discovered and associated with 
this will be a tight anal sphincter, the correction of 
which is sufficient to end the patient’s problem of 
constipation. Less commonly, but still of great fre- 
quency, are the people who will be found to have 
various degrees of stenosis of the anus from previous 
rectal surgery. Many of them will require a partial 
sphincterotomy before their constipation problem 
is relieved. The problem of polyps, strictures, and 
carcinomas of the rectosigmoid is not intended to 
be included in the scope of this paper. 

Gastrointestinal x-ray studies, sigmoidoscopy, 
and stool examinations, as well as the usual routine 
laboratory tests, are of course ideal, but this is not 
possible for all people. The physician must under- 
stand that a colon x-ray is not a substitute for 
sigmoidoscopy, since most of the lesions found 
with the sigmoidoscope are not detectable by barium 
enema. 
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In the evaluation of the patient’s emotional status 
and his tendency to develop psychoneurotic symp- 
toms, the services of a psychiatrist are not usually 
required, as the physician’s clinical impression of 
the patient is usually established in the first few 
minutes of the interview. 

Occasionally, it is advisable to hospitalize the pa- 
tient for observation when he tells the physician he 
has taken huge quantities of harsh laxative which 
produced no bowel movement whatsoever. When 
such patients are hospitalized, specific orders should 
be given to the nursing staff, for an occasional pa- 
tient will have bowel movements without being seen 
and will deny any bowel movement. Also, orders for 
medication for these people should insure that the 
medication is actually taken in the presence of the 
nurse, as many will discard the medicines as soon 
as the nurse has turned her back. Later they com- 
plain to the physician that the medicine has had 
no effect. 


Treatment 


Relaxation. The first essential in the treatment of 
the irritable colon syndrome is to get the patient to 
relax. He must be reassured that his problem is not 
so serious as he thinks it is and that something ac- 
tually can be done to improve his condition. If the 
physician convinces him that the ailment is not 
hopeless, considerable therapy is already accom- 
plished. As Almy has so aptly stated, “We con- 
ceive, therefore, that the seat of the disorder in 
spastic constipation is not in the bowel but in the 
patient’s attitude toward his environment.” 

The matter of diet is usually very important in 
the patient’s mind, but probably much less impor- 
tant in his disease. Severe restrictions in diet are not 
only unnecessary but are harmful. If the physician 
eliminates the foods the patient thinks cause distress 
and also eliminates the foods the physician thinks 
may aggravate an irritable bowel, the patient may 
be left with a most unpalatable diet. Such an insult 
to an already unhappy person is not conducive to 
the successful treatment of a psychosomatic disease. 

The “rubber stamp” prescribing of bland diet, 
phenobarbital, and belladonna to all irritable colon 
patients, without inquiring into their habits of liv- 
ing, is to be discouraged, partly because this is prob- 
ably what the previous physician prescribed and 
that is why the patient is changing doctors. 

Importance of Written Instructions. After the pa- 
tient has been adequately examined, and the details 
of his habits have been investigated, specific and 
preferably written instructions should be given to 
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fit his individual needs. First and foremost, he must 
be reassured, and he must usually be given a mild, 
slow-acting sedative for the first couple of weeks. 
He must be given specific instructions in what way 
to change the minor details of his living habits, such 
as eating an adequate breakfast and perhaps drink- 
ing warm water on arising so that there will be suffi- 
cient stimulus to the gastrocolic reflex within a rea- 
sonable period after breakfast. In properly selected 
patients, the recommendation that the patient take 
alcohol in the form of his favorite martini or old- 
fashioned, twenty to thirty minutes before the eve- 
ning meal, serves as an excellent relaxing drug. In 
many instances, this prescription is appreciated by 
the patient because he may have been previously 
told strictly to avoid all alcoholic beverages—an or- 
der for which there was no justifiable reason. 

Condiments and coarse fiber food may be elimi- 
nated from the diet temporarily if the patient has 
been having considerable abdominal distress, or the 
patient may be given a general diet and simply in- 
structed to add three servings of a cooked fruit each 
day to lessen the hardness of the stool. 

If the patient’s stools have been unduly hard and 
dry, and particularly if he has any rectal soreness, 
he may take daily a two to three ounce oil retention 
enema, using an ordinary rubber-bulb ear syringe 
and warm mineral oil, cotton seed oil, or olive oil. 
Taken at bedtime, this helps in promoting an effec- 
tive defecation the following morning. The contin- 
ued use of the oil retention enema for more than a 
few days is to be discouraged. 

He should be specifically instructed to go to the 
toilet and relax and not strain each morning after 
breakfast. He should even be advised to smoke or 
read a magazine while at the toilet. He should fur- 
ther be advised that, if during the first few days his 
bowel does not move at this time, he should not be 
discouraged, nor is this any reason to take a large 
enema or a laxative. If he has eaten normally and 
has had no bowel movement in the previous twenty- 
four hours, he might be advised to inject about two 
cups of plain warm water into the rectum after he 
has given himself an opportunity to have a spon- 
taneous bowel movement without success. He should 
be made to understand that this is not an enema 
but a method of stimulating the rectum to contract 
so that it will be retrained to move at this time of day. 

In order that a patient will not become discourag- 
ed the first two weeks, it ts justifiable to use small 
amounts of a very mild laxative, particularly if cam- 
ouflaged and given in two to three individual doses 
during the day, and also with specific instructions 
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to reduce the dose gradually so that in one to three 
weeks he will be through taking such medicines. 

The various bulk producers so universally used in 
recent years, have some justification. It probably 
makes little difference which one is prescribed so 
long as it is given in plenty of water and in con- 
junction with the other instructions described above 
so that there will be no danger of an impaction in 
the transverse or descending colon. Impactions of 
this sort are not uncommon. Also, it is essential 
specifically to instruct the patient to gradually re- 
duce the dose so that in one to three weeks he is 
graduated from medicines. 

It is of utmost importance to instruct the patient 
to return for evaluation of his progress in two to 
three weeks. At this time it is well to go over the 
individual instructions given him and specifically to 
inquire as to how closely he has followed them. If 
his progress has not been satisfactory, he usually 
recognizes his delinquency in following the physi- 
cian’s instructions. Also this gives the physician an 
opportunity to modify certain of the instructions 
and perhaps to renew certain prescriptions or to 
repeat certain details of the examination. 


The Problem of Gas 


The problem of “gas” is generally a routine com- 
plaint of the patient with irritable colon, with or 


without constipation. It is necessary to analyze the 
patient’s complaint when he says he has gas. Does 
he mean that his abdomen becomes distended? 
Does he expel unusual amounts of flatus? Does he 
mean only that he belches, or does he mean that he 
is overly conscious of the sensations of normal peri- 
staltic activity? 

Certainly some patients at times show greater 
than normal amounts of gas in the bowel by physi- 
cal and roentgen examination. Most patients and 
many physicians believe this is due to fermentation 
and putrefaction of certain foods. Physicians should 
orient themselves by reading what Alvarez has to 
say about the source and composition of gas in the 
intestinal tract. Patients, however, usually do not 
readily accept the explanation that most of it is 
swallowed air. 

Kirk has shown that the flatus of patients with 
irritable colon does not differ in quantity or chemi- 
cal composition from the flatus of persons with no 
gastrointestinal complaints. Also, he demonstrated 
that patients given diets high in the so-called “‘gas- 
forming foods” did not pass any increased quantity 
of flatus. His experiments revealed that diets high 


in cabbage and Brussels sprouts do not alte :he 
quantity of flatus. 

I quite agree with Bockus that the use of calc.um 
salts, with or without varying proportions of »),..g- 
nesium salts, results in a higher percentage of : lief 
from cramps, bloating, and shifting abdominal <is- 
tress in irritable colon patients than could be ex- 
pected from the use of a placebo. Mixtures of cal- 
cium carbonate or lactate, kaolin, and calcined 
magnesia are popular with most gastroenteroloyists 
in the treatment of patients with irritable colon. 
The mechanism of the effects is unknown. 


Antispasmodics 


The usefulness and effect of antispasmodic drugs 
has been greatly overrated. Experimental evidence 
on the effect of various drugs on isolated loops of 
gut in animals and in studies on man is confusing 
when applied to the “spastic colon”’ of an ambula- 
tory patient. 

In order to comprehend the motor physiology of 
the bowel and the origin of symptoms, it is well to 
review the excellent work of Posey, who demon- 
strated that the motor functioning of the ileum and 
colon is a complex form of activity made up of three 
basic components: tone, motility, and interseg- 
mental relationships. 

Tone is defined as a resistance to any distending 
force, while motility denotes those forms of rhyth- 
mic contractions and peristalsis which produce 
configurations of Types I, II, and III waves on trac- 
ings obtained from the bowel. Intersegmental rela- 
tionships concern adjacent functional units that 
comprise the intestinal tract; this includes both 
intersegmental co-ordination and inco-ordination. 

Posey and Bargen have shown that the functional 
segmental unit of the colon is somewhat greater 
than the similar functional segment in the ileum 
and that, in both instances, these units are but a 
few centimeters in length. They have called atten- 
tion to the decrease in propulsive waves of the ileum 
and colon in states of increased or decreased tonus 
of these organs. These authors have repeatedly ob- 
served that motor disturbances of co-ordination and 
inco-ordination produce discomfort in the patients. 
This dyssynergia appeared most frequently during 
intervals of increased motor activity. In adjacent 
functional units of the bowel, when the proximal 
segment showed active Type II and Type III con- 
tractions, during which time the distal segment did 
not show co-ordinate contractions, cramp-like dis- 
comfort occurred in the patients in a matter of 
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seconds. The discomfort in patients they studied 
persisted until the two segments became co-ordin- 
ated with transport following, or until the vigorous 
Type II and Type III contractions subsided in the 
proximal segment. Such observations appear to be 
of extreme interest in the study of symptoms pro- 
duced by the so-called irritable colon and more 
logically explain origin of cramp-like discomfort. 
It is illogical to suppose that constipation and the 
irritable colon symptoms are due to a large segment 
of colon (for example, the descending colon) becom- 
ing spastic in the sense of contracting to a decreased 
caliber and capable of being relaxed to an average 
caliber by some antispasmodic drug. The same 
holds true for a segment of bowel of increased 
caliber and decreased tonus which shows a decrease 
in contraction waves. A bowel showing a segment 
of decreased tonus is not necessarily an uncom- 
fortable one. A bowel showing several inches or 
even two or three feet of increased or decreased 
tonus will not be productive of symptoms unless 
there is an associated dyssynergia between adjacent 
functional segments in some portion of that bowel. 
Posey and associates showed that most so-called 
antispasmodic drugs do not have any antispasmodic 
effect on the bowel of experimental animals and in 
man studied by the use of tandem balloons in small 
and large bowel stomas. In making observations on 
a large group of popular drugs, they were able to 
demonstrate that the effects were too brief to be 
practical in treating patients, and that drugs given 
in ordinary recommended doses by the oral route 
were not effective as compared with the same drugs 
given parenterally. Many investigations of drugs 
have been done on isolated or excised loops of gut 
and on gut artificially stimulated by means of physo- 
stigmine or pilocarpine, to evaluate the antagonistic 


PRIMARY 


Gutman describes gout as having two distinct forms—primary and 
secondary. The secondary variety usually develops in the course of a 


effect of the drug being tested. Such laboratory 
observations are too far removed to be applicable to 
the ambulatory patient and, for the most part, elimi- 
nate the very important factor of the effect of emo- 
tional states. 

The anticholinergic drugs have been studied for 
their effect on intestinal motility by McHardy and 
Brown. These investigators showed that the pre- 
dominant clinical effect of these drugs on the human 
intestinal tract is to decrease motility, which can be 
amply demonstrated by observing progress of a 
barium meal. McHardy comments further on his 
observations that, although there is a marked slow- 
ing of the propulsive movements of the stomach and 
ileum, this effect is not similarly found in the colon. 

General experience by most physicians has 
demonstrated the lack of success in treating irri- 
table colon patients with the anticholinergic drugs. 
Belladonna has long been a favorite remedy and 
must have some merit but must be given in near- 
tolerance doses. Since people vary greatly in the 
amount of tincture of belladonna required to produce 
signs of belladonna intoxication, the antispasmodic 
dose, if there is any, must also vary greatly. Some 
patients complain of dry mouth when taking 15 
drops, three times a day before meals, while others 
can tolerate 40 to 50 drops three times a day. 
Therefore, if any therapeutic effect is to be ex- 
pected, it would seem necessary to instruct each pa- 
tient to begin with a small dose and gradually in- 
crease until the tolerance dose is reached; then, 
continue on two-thirds to three-fourths of such 
dose to keep within a safe margin. Even then, long- 
continued use may result in cumulative belladonna 
toxicity. 

A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


disease of the hematopoietic system—for example, polycythemia, 
leukemia, myeloid metaplasia, pernicious anemia, or chronic hemo- 
AND lytic anemia. In this variety the first attack of acute gouty arthritis 
often follows the use of a therapeutic method intended to influence 


SECONDARY 


the underlying disease. Secondary gout responds to the administra- 


tion of colchicine in the same manner as primary gout. However 


GOUT 
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there is an enhanced risk of ureteral block by uric acid crystals when 
uricosuric agents are administered to patients having the secondary 


form. (Ann. Int. Med., 39: 1062, 1953.) 
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Evaluation of the 
Mechanical Abrasion of 


Acne Scars 


BY MORRISON D. BEERS, M.D. 
Chicago, Illinois 


Occasionally, severe acne leaves permanent 
disfigurement because of scars and fibrosis of the skin. 
This can be a serious emotional and social handicap. 
All such victims can be helped by the method 
described here—surgical excision of deep areas 

of scarring plus mechanical abrasion of the remainder 
—and in most the result obtained 

is an 80 to 90 per cent improvement. 

The sandpapering can be done in one stage, 

under endotracheal anesthesia. 


Tuis presentation is directed to the evaluation and 
management of the chronic acne scar by the abra- 
sion technique. This method was developed and in- 
troduced by Dr. Preston C. Iverson in 1942, and its 
value has been proven during the past decade. 

The mechanical abrasion of acne scars of the face 
by the use of manually applied sandpaper is essen- 
tially a surgical technique. It is used also for the elim- 
ination of traumatic tattoos caused by imbedded 
foreign bodies due to explosives or “road dirt.” 
The technique is relatively simple, but nevertheless 
one which requires experience and judgment. 

Acne affects all levels of society; and all types of 
physicians are familiar with it. However, many 
members of the medical profession do not have first- 
hand knowledge of the sanding procedure. They 
are not aware of its actual value as a therapeutic tool 
in bringing happiness to many heretofore aban- 
doned victims of the disease. 

Acne is a prevalent disease. It is one of the most 
common lesions encountered in the dermatological 
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practice of the general practitioner. Dermatologists 
estimate that 8 per cent of their cases are acne or the 
sequelae thereof. Insofar as acne is a disease of 
adolescence, many distressing emotional factors 
complicate the problem. When permanent scarring 
occurs, as it so often does, the accompanying 
emotional problems are continued into adult life. 
Many procedures—mainly mechanical or chem- 
ical—have been used to eliminate the scars and the 
permanent pits of acne. The mechanical techniques 
have utilized the principle of scarification of the skin 
surface with scalpel blades, razor blades, grouped 
needles, steel brushes, or abrading stones. The 
chemical approaches to the problem are those of 
dekeratinization and exfoliation of the skin with 
acids. Notably these acids are trichloroacetic acid 
and combinations of phenols. Cryotherapy by the 
use of carbon-dioxide slush has been extensively 
utilized. Face-lifting has been used in selected cases. 
The results by the above approaches to the prob- 
‘em have often been equivocal. Numerous and usu- 


Figures 1a, b, and c. Preopera- 
tive photographs demonstrat- 
ing extensive acne scars, pits, 
and subdermal fibrotic nodules. 


ally painful treatments over long periods of time 
have been necessary. Because of the equivocal re- 
sults obtained by the foregoing techniques, the 
sanding procedure has met with suspicion and un- 
easy acceptance. However, the one-stage abrasion 
technique of acne pits with sandpaper has much to 
recommend it. The maximum result can usually be 
obtained in one procedure. Therefore, a re-evalua- 
tion of the acne problem is now timely and desir- 


able. 


Pathologic Considerations 


The anatomic unit in acne is the sebaceous gland. 
Although the etiology of acne has not been fully 
elucidated, the presence of androgen is a prerequi- 
site. Androgen directly increases the secretion of 
the sebaceous glands. In excess amounts, androgen 
also produces a hyperkeratosis of the glandular ele- 
ments of the skin, especially at the pilosebaceous 
orifice. 

The initial lesion of acne is the comedo. When 
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Figures 2a, 2b, and 2c. Postoperative photo- 
graphs of the same patient. He has had one 
generalized facial sanding done under 
endotracheal anesthesia. This patient has 
had, in addition, several excisions of the 
nasolabial fold areas, the glabella, and the 
chin. The “hard” appearance of the facial 
countenance has been improved by eliminat- 
ing the majority of the acne scars plus a 
correlative rhinoplasty. 


inflammatory reactions are added, other lesions re- 
sult—pustules, cysts, sinuses, and fistulous tracts 
of the dermis and subdermis. There also may be a 
generalized reaction of the skin which results in 
hypertrophy, such as occurs in acne rosacea. The 
end result of the inflammatory process, with its con- 
comitant fibrosis, causes a variety of manifestations. 
These are the acne scars, pits, craters, fibrotic 
mounds and nodules, cysts, and diffuse intradermal 
and subdermal fibrosis. 

The acne pustule often destroys the full thickness 
of the skin. Healing occurs with considerable fi- 
brotic reaction. When the fibrous tissue contracts, 
as it invariably does, a pit is formed as the scar epi- 
thelium retracts deep into the skin. A similar se- 
quence occurs in a face which has become pitted as a 
consequence of smallpox or chickenpox. 

These pits and irregularities of the skin surface 
must be eliminated if the skin so deformed is to pre- 
sent a nearly normal appearance. Otherwise the de- 
fects are accentuated by the interplay of highlights 
and shadows across the face. The skin is decreased 
in thickness by the sanding procedure, and when 
healing is complete, will thereafter present a more 
nearly normal thickness, texture, and resiliency. 
Thus the pits are eliminated and the entire skin sur- 


face is improved by the sanding of the acne-scarred 
face. 

There is some variation in the density of the 
residual scar tissue in the acne-pitted skin. Also, 
different people have different types of skin. Some 
skins are delicate and thin, some are thick, some are 
pulpy, and some are sclerotic. Some such skins are 
comparatively easy to abrade, while others require 
considerably more effort. Scar residues of smallpox, 
for example, are quite dense. 

Smallpox scars do not respond to abrasion as 
readily as do the residues of acne or chickenpox. 
Also, scars which are caused by splash grease burns 
of the face are often quite delicate andas a rule they 
are easily abraded. Traumatic tattoos may occur in 
any of the above skin types. 

This classification of skin types is helpful in prog- 
nosticating the results to be expected from abrasion. 
Deep acne scars and sinus tracts, of course, must be 
removed by surgical excision and closure in con- 
junction with the abrasion, if maximal improvement 
is to be obtained. 

The acne skin may vary in its reaction to buried 
sutures. In some such skins, buried sutures of any 
kind are not tolerated. These cases require highly 
specialized suturing techniques. 
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The Abrasion Technique 


The actual abrasion of the facial skin is not diffi- 
cult. As mentioned above, judgment and experience 
are essential to obtain the most satisfactory correc- 
tion of the defect. The choice of anesthesia depends 
upon the extent of the area to be sanded, plus the 
emotional stability of the patient. 

Local anesthesia is desirable in adults when sand- 
ing is done for limited areas of pitting or small areas 
of traumatic tattoos. However, when the entire face 
is to be abraded, a more thorough and extensive 
treatment can certainly be given with the use of 
endotracheal anesthesia. Complete abrasion can be 
accomplished usually as a one-stage procedure. 

The abrasion is done in the following manner. 
The patient is anesthetized (endotracheal), surgi- 
cally prepared and draped, and then the skin is 
abraded with autoclaved sandpaper (Grade 2). The 
sandpaper is wrapped over a roll of sterile gauze 
bandage. This is applied to the flat surfaces of the 
face. For the creases, the sandpaper may be wrapped 
around a glass suture ampul. The abrasion is con- 
tinued until the skin has a “furry” appearance. 

The capillary bleeding is usually profuse. Most of 
the epithelial layer is abraded. To control the capil- 
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lary oozing, a moist gauze pad is firmly applied to 
the abraded surface. Other areas of the face are 
then abraded. The gauze is removed and the area 
inspected for completeness of the sanding andthe 
elimination of the pits. 

When the surgeon is satisfied that the abrasion 
is complete, the abraded areas are covered with 
fine-mesh gauze impregnated with petroleum jelly. 
The dressing should be snugly applied, as it re- 
mains in place for seven to ten days. If the dressing 
becomes saturated with exudate, the outer layers of 
gauze may be replaced after several days. At the 
end of one week. the gauze is gradually removed. 
If the layer next to the skin is adherent, healing is 
not complete. The premature removal of the petro- 
leum jelly layer may invite infection, with delay in_ 
healing and a poor final result as well. 

Much of the redness present when all the gauze 
is removed disappears in two or three days. How- 
ever, some redness persists for several weeks. This 
is not objectionable as it resembles the ruddiness of 
a sunburn. Women may use their usual cosmetics 
when the initial healing period is complete. 

Small milia may appear on the abraded surface 
postoperatively. These appear in showers varying 
from three weeks to three months. They are self- 
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limited and, as a rule, require no treatment. These 
milia represent the pouting epithelialized orifices of 
the glandular elements of the skin. They may be 
punctured or decompressed with a needle, or the 
skin surface may be vigorously wiped with an alcohol 
gauze sponge to rupture them. As these milia are 
likely to occur in most cases, it is suggested that the 
patient be informed of their probable appearance. 

Untoward complications have never been observed 
from the abrasion technique when properly ap- 
plied. However, if the abrasion is carried too deep, 
soft pliable scar tissue will develop. This is not 
unusually objectionable, but it does represent an 
error in judgment. Keloids have not been observed 
by the author. 

An Illustrative Case. A 27-year-old taxi driver had 
severe facial scarring which had resulted from acne. 
He was very much embarrassed because of his 
“hard” appearance. In the preoperative photo- 
graphs, the facial skin can be observed as being 


rather thick and hypertrophic, with numerous de: p 
acne pits and craters (Figure 1). 

The management of this case included excis)on 
of the cystic areas and scars which were too dcp 
to be effectively abraded. The nasolabial fold areas, 
the glabella, and the chin creases were corrected by 
excision and plastic closure. This patient’s re- 
active type of skin did not permit the burying of 
any suture material. 

After these preliminary procedures, a complete 
face sanding was done under endotracheal anesthie- 
sia. The petroleum jelly pressure dressing was re- 
moved on the tenth postoperative day. Conva- 
lescence was normal. Several months later, a few 
residual areas were again sanded under local 
anesthesia, with additional improvement. Finally 
a corrective rhinoplasty was done to improve the 
overall facial appearance. The postoperative re- 
sult of the sanding and the rhinoplasty is shown 
in Figure 2. 


The Present Status of... 


Che Ceacher’s Function 


Tue chief function of the medical school faculty is 
that of preparing young men and women to become 
physicians. A few will become teachers, some will 
devote themselves to research, but the majority will 
be practitioners. The physician is more than a 
scientist, therefore his teacher must be able to im- 
part certain things over and above knowledge of 
disease and its cure. 

The present young physician is a paragon of 
scientific knowledge as compared to his medical 
forebears. There is a very real question, however, 
whether he is a correspondingly better physician. 
An alarmingly large segment of the population does 
not accord physicians the respect and admiration 
which practitioners of the art of healing traditionally 
have earned and enjoyed. 

Is the modern physician less of a dedicated man 
than his forebears? If he regards himself primarily 
as a scientist, if his pride is chiefly that he is a mem- 
ber of a highly skilled profession, or if his first 
interest is money making, his indoctrination has 
been faulty. There likely has been something wrong 
with his teachers. 


Every teacher of clinical medicine should have 
some experience in the actual practice of medicine 
outside the bolstering and protecting influence of a 
large institution. He should know intimately just 
what serious illness means to a human being and his 
family. Some faculty members have never had this 
experience. Some subtly infer that actual practice is 
all right, of course, for less gifted members of the 
profession. The facts are that some of the first group 
would very likely come near to starving if the aca- 
demic rug were jerked from under them. With re- 
spect to the second group, it is only the wisest and 
most gifted members of our profession who make 
the kind of physician we all had in mind when each 
of us decided to be a doctor. 

The real teacher never scorns the independent 
practice of medicine as contrasted to the research or 
institutional career for the developing physician. If 
he is a wise teacher he will study his students and 
junior staff men with a view to helping each one 
find the phase of medicine in which he will be most 
productive and happy. The wise teacher thus will 
select a few for research and teaching. 

(Jour. Med. Ed., 28: 12, 1953.) 
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BY GEORGE E. MORRIS, M.D. 


Assistant Clinical Professor of Dermatology, Tufts College Medical School, Boston 


Thirty cases of pellagrous dermatitis have been observed following routine use of various antibiotics. Presumably 
nicotinic acid metabolism is deranged by these agents. Certainly niacin should be given immediately to any 
patient who, upon taking an antibiotic, develops (1) any pellagrous eruption, (2) scrotal or rectal itching, 


or (3) a photosensitivity eruption. 


IN 4 previous report in which I described genital 
dermatitis caused by penicillin, I pointed out that 
it responded to nicotinic acid and cold saline com- 
presses. At the time that report was written, only 
genital pellagra had been noted in my practice 
after the administration of a single antibiotic, peni- 
cillin. Since that time, however, ten additional cases 
have been seen following the administration of other 
antibiotics, such as oxytetracycline, streptomycin, 
and chlortetracycline. Three of these manifested 
the type of pellagra that is recognized by all, that 
is, the erythema, vesiculation, and pigmentation 
caused by photosensitization to sunlight. 

For quite some years, pellagrous dermatitis has 
been commonly encountered and, in most cases, 
easily diagnosed, by general physicians as well as 
skin specialists. It has been evidenced by redness, 
swelling, vesiculation, fissures, scaling, blisters, and 
pigmentation, Some of its manifestations have been 
in the form of vaginitis, vulvovaginitis, and proctitis, 
as well as scrotal and inguinal inflammations. 

In my practice during the past seven years, 
twenty-seven cases of pellagrous dermatitis of the 
genital and rectal areas, and three cases of true 


pellagrous photosensitization dermatitis, have been 
observed following administration of the antibiotics 
penicillin, oxytetracycline, chlortetracycline, and 
streptomycin. In each one of these cases, nicotinic 
acid, administered by the mouth, and cold saline 
compresses, applied to the affected parts, resulted 
in a ready cure. 

Each of the case histories seemed to confirm that 
it was the administration of the antibiotic that had 
resulted in the onset of the pellagrous dermatitis. 


Mechanisms Involved 


As to the biochemical causative factors involved, 
it is well to look into recent advances that have 
been made in the study of pellagra. As far back as 
1924, it was shown that dried brewer’s yeast was of 
distinct aid in treating pellagrins. In 1937-1938, it 
was proved that nicotinic acid cured most cases of 
pellagra. However, inasmuch as even nicotinic acid 
was by no means always curative, further research 
was necessarily undertaken. 

As recently reported by Kleiner, many amino 
acids, particularly those present in corn, have been 
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Figure 2. Pellagrous eruption after use of streptomycin. 


Figure 3. Same patient as in Figure 2, cleared of pellagrous eruption. 


found to prevent the conversion of tryptophane ‘o 
nicotinic acid. This is evidenced by the fact tit 
pellagrous conditions have been seen in patic::ts 
whose diet has been rich in corn, even when thir 
diet has also contained what would ordinarily be 
enough niacin to protect against pellagra. 

The importance of corn as an etiologic factor in 
pellagra has long been stressed. Even such early 
writers in the field of dermatology as Duhring in 
1886, Hyde and Montgomery in 1900, and Jackson 
in 1901 make reference to it. For instance, Hyde 
and Montgomery stated: 

**Pellagra originates in the use as an article of 
diet of maize (corn) which has been improperly 
dried or has developed deleterious substances after 
its reduction to a coarse powder.” 

Lambroso (quoted by Hyde and Montgomery), 
in 1898, experimentally produced the symptoms of 
the disease from “‘toxines” developed during the 
spoiling of maize (corn). 

As far back as the last century, then, the derma- 
tologists of the 1880’s were establishing as facts 
what the biochemists of the 1950’s have proven in 
other ways, namely, corn contains an antifactor (or 
antifactors) which restrains the formation of nico- 
tinic acid from tryptophane. It has been known for 
a long time that intestinal microdrganisms can con- 
vert tryptophane to nicotinic acid; but it has only 
recently been established that mammalian tissues 
can do this as well. 

In another study, Simmonds and Fruton have 
recently shown that peptide synthesis in lower 
animals can be eftectively hindered by penicillin. 
Where the latter is a complex monobasic organic 
acid, it has the ability to inhibit the utilization of 
the amino acid, glycine, of an amino acid mixture 
used for the growth of a bacterial strain. 

With this as a background, therefore, it is evident 
that research into the etiologic factors of pellagra is 
bound to unfold wide ramifications, some at present 
known and some still calling for further research. 
The latter probably will disclose that when penicil- 
lin, oxytetracycline, chlortetracycline, or strepto- 
mycin is administered to a patient, the antibiotic 
may inhibit utilization of the amino acid, trypto- 
phane, or prevent its conversion to niacin, or both. 

Although there has been considerable specula- 
tion recently as to whether moniliasis or fungous in- 
fections have been a common side effect of anti- 
biotic therapy, it is my opinion that a correct 
diagnosis in most cases would instead be that of 
true pellagrous dermatitis, which responds to nico- 
tinic acid therapy. 
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The Clinical Pattern 


The thirty cases referred to all followed the same 
general pattern, in that, upon treatment with anti- 
biotics, there immediately ensued as side reactions 
redness, vesicles, papules, moisture, scaling, and 
pigmentation, particularly in the genital or rectal 
areas (Figure 1). Exceptions were three cases of 
pellagrous dermatitis that appeared as a direct re- 
sult of photosensitization to the sun’s rays. In 
twelve of the cases, diarrhea was present, and five 
had inflammation of the mouth. 

These thirty patients had received antibiotics in 
the treatment of several different disorders. One of 
the patients, a doctor’s wife, had taken an anti- 
biotic in February, 1952. Then, in the early summer 
of 1952, she had developed a photosensitivity to 
the sun, which responded to nicotinic acid, but 
which promptly recurred when she stopped taking 
the nicotinic acid. At the time of this writing, one 
other patient has shown a similar delayed derma- 
titis, and it is possible that the interference of these 
antibiotics in nicotinic acid metabolism may be 


permanent. More observation of these patients is 
necessary before this can definitely be established. 

In each of the thirty cases, a referring physician 
and I were in close consultation. In each instance, 
the administration of nicotinic acid by mouth (100 
mg. three times daily) and cold saline compresses, 
applied locally, resulted in complete healing within 
twelve days_at most, after the first such treatment. 
No attempt was made to correlate the environ- 
mental, racial, financial, or dietary factors in the 
thirty case histories. 

An illustrative case is that of a 50-year-old man, 
who was given streptomycin in July 1952. Within 
four weeks he developed a typical pellagrous erup- 
tion, despite the fact that there had been no changes 
in his diet or in his exposure to the sun (Figure 2). 
He was given nicotinic acid (100 mg. three times a 
day) and cold saline compresses, and the strepto- 
mycin was continued. Figure 3 shows the same 
patient seven days later. 


A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 
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Tuere’s not much change out of ten thousand dollars when you 
decide to make medicine your career these days. Specifically, medi- 
cal college training costs $9,200 in the United States today. That’s 
what the average student spends in four years at medical school, 
according to a study made recently by the Association of American 
Medical Colleges. The $9,200 does not cover cost of premedical 
training, internship and residency training, or the cost to the young 
physician of setting himself up in practice. 

Questionnaires were sent to students at twenty-six medical schools 
across the country. A third of the 6,251 who answered expect to be 
in debt when they graduate, to the tune of approximately $3,500. 
Most of the students expressed reluctance to borrow money from 
their parents, but 95 per cent reported they could obtain funds for 
emergency expense from various sources. 

Almost half (49 per cent) of the students who replied are single 
and living away from home. Most of the money for medical educa- 
tion for the single student comes from his parents, while the married 
student is supported largely by his wife’s earnings. Student income 
varies widely, with an average of $2,450. Vacation earnings contrib- 
ute only a small amount, a median of $550. 

The fathers of about half the medical students participating in the 
survey are engaged in professional, executive, or managerial occupa- 
tions, with 10 per cent of the group being sons of physicians. Parents’ 
annual income averaged $7,000. 

The study was undertaken to provide factual data for students 
interested in medicine, for their parents, and their college advisors. 
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Practical Cherapeutics 


Triethylene Melamine (TEM) Therapy in Malignant Diseases 


BY R. WAYNE RUNDLES, M.D. 
Duke University School of Medicine, Durham, North Carolina 


TRIETHYLENE melamine (TEM), originally used to 
improve the finish of rayon fabrics, was discovered 
to have nitrogen mustard-like effects on experi- 
mental animal tumors and mouse leukemia late 
in 1949. The pharmacologic properties of the 
compound made it attractive for possible clinical 
use. It was readily soluble in water, fairly stable 
in solution, and absorbable from the gastrointesti- 
nal tract. When given by mouth or intravenously, 
the chemical did not produce the acute medullary 
stimulation, severe nausea and vomiting, charac- 
teristically produced by the injection of nitrogen 
mustard compounds. 

Clinical studies of the compound were soon 
undertaken. The first report of its therapeutic 
effect in Hodgkin’s and allied neoplastic diseases 
was given in May, 1950. This and subsequent 
studies in many other clinics have established 
TEM as one of our most useful chemotherapeutic 
agents, especially valuable in the treatment of 
malignant neoplasms arising from the hemopoietic 
tissues. Before the chemical can be recommended 
for unrestricted use, however, physicians must be- 
come familiar with its therapeutic potentialities and 
limitations, and learn to avoid the hazards that 
may attend its administration. 

The chemical structure of TEM is shown in 
Figure 1. The terminal ethyleneimino groups, 
which resemble the transformation product of the 
commonly used nitrogen mustard compound, are 
the reactive portions of the molecule. At least two 
of the ring configurations are essential for anti- 
tumor activity. Many modifications of the com- 
pound have been made, but, while several have 
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antitumor effects, TEM appears to be the most 
suitable one for general clinical use. 

The diseases in which TEM therapy is of bene- 
fit are outlined in Table 1. Its efficiency in com- 
parison with other commonly used agents and 
some of the indications for combined therapy are 
tabulated. 


Chronic Lymphocytic Leukemia 


The commonest type of leukemia, character- 
istically occurring in older individuals, is chronic 
lymphocytic leukemia. For months or years this 
disease may appear to pursue a benign clinical 
course. Symptoms are usually mild or absent 
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Figure 1. Comparison of the chemical structure of 
nitrogen mustards and triethylene melamine (TEM). 
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Table 1. Clinical use of TEM. 


Chronic lymphocytic leukemia 
(leukemic and subleukemic 
forms) 


Malignant lymphomas 
(giant follicular lymphoma, 
lymphocytic and ly 


reticulum cell sarcoma, 
Hodgkin's disease) 


Chronic granulocytic leukemia 


Adenocarcinoma of ovary, 
lymphoepithelioma of nasopharynx, 
sympatheticoblastoma 


Undifferentiated carcinoma 


Agent of choice. Steroid hormones are 
used with or before TEM in patients 
with associated hemolytic disease or 
with ly di d bone 
Roentgen irradiation is reserved for 
persistently enlarged nodes, liver, or 
spleen 


Useful agent for generalized effect, 
ppl ting local irradiation in patients 
with widespread, poorly localized, or 
quickly recurring disease 


Probably as effective as splenic or 
whole body irradiation, P**, or urethane in 
producing and maintaining remissions of 
disease 


In 
Pp 


quately controlled by 
phlebotomy, TEM may be used to sup- 
press excessive proliferation of erythro- 
cytes, granulocytes, and  platel 

Probably as effective as irradiation or P* 


Useful supplement to irradiation in wide- 
spread disease 


Unpredictable but worth-while benefit in 


Hemoglobin 


until infiltration and replacement of the bone 
marrow by abnormal lymphocytes leads to the 
major late complications of the disease—anemia, 
infection, and hemorrhage. Irradiation of the 
superficial lymph nodes and the spleen has been 
standard treatment for many years. This has been 
“token” therapy in large part, affecting but a small 
portion of the disease and altering its clinical 
course very little. A more logical method of apply- 
ing irradiation, “titrated” whole body or P® 
therapy given at frequent intervals, appears to 
give better long-term results. 

The effect of TEM in chronic lymphocytic leu- 
kemia is of extraordinary interest. During the last 
four years, we have treated more than fifty patients 
with this disease with TEM. A typical result is 
illustrated by the following patient. 

Illustrative Case. This 42-year-old colored farm- 
er, after having had enlarged cervical lymph nodes 
and frequent sore throats for three years, was 
found to have chronic lymphocytic leukemia in 
October, 1947. Following roentgen irradiation, 
the enlarged nodes became smaller, and the leu- 
kocytosis subsided. Three years later he returned 
with a recurrence of his original symptoms. A 


White Cell Count 


Figure 2. Hematologic effects of TEM given to a patient with chronic lymphocytic leukemia for a period of three years. 
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mild anemia was then present and the white cell 
count was 117,000. His bone marrow was heavily 
infiltrated with abnormal lymphocytes. 

TEM therapy was started. In a few weeks’ time, 
the leukocytosis subsided and the anemia and 
bone marrow infiltration regressed (Figure 2). 
TEM therapy was maintained throughout the next 
three years. At the end of that time, his general 
health remained entirely satisfactory. His hema- 
tologic status, peripheral blood and bone marrow, 
was virtually normal, and there were no discernible 
complications resulting from his disease or from 
the chemotherapy. 

The availability of TEM has changed our view- 
point regarding the control of chronic lymphocytic 
leukemia. We now begin TEM therapy as soon 
as the diagnosis has been made and maintain it 
in an effort to keep the hematologic status, periph- 
eral blood, and bone marrow as normal as possible. 
In the great majority of patients, this can be readily 
accomplished and the disease controlled, apparent- 
ly, for an indefinite period of time. The clinical 
benefit in terms of health and longevity of well- 
designed therapy in chronic lymphocytic leukemia 
far exceeds that presently available for any other 
type of leukemia. 

The efficiency and selectivity of the growth- 
suppressant effects of TEM in chronic lymphocytic 
leukemia, which exceeds that of any other agent 
we have used, is most clearly shown by the reversal 
of bone marrow infiltration and replacement. Pa- 
tients in whom the bone marrow has become seri- 
ously damaged, though, still are frequently diffi- 
cult to treat effectively. In these patients, ACTH 
and cortisone have been extremely valuable as 
supplemental therapy, as it is in those with accel- 
erated red cell hemolysis. Irradiation is currently 
used only to deal with persistently bulky nodes, 
hepato- and splenomegaly. 


Malignant Lymphomas 


In planning the treatment of patients with ma- 
lignant lymphomas, anatomic considerations are of 
primary importance. When the disease is confined 
to one or more well-defined regions, roentgen irra- 
diation is the treatment of choice. If the disease 
1s widespread, or present in areas not readily 
accessible to irradiation, TEM may be effective 
alone or a most useful adjunct to irradiation. TEM 
1s especially useful when the proliferative disease 
involves relatively mature lymphoid tissue. 
Tumors composed of more primitive elements, 
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reticulum cells, and the pleomorphic cellular 
proliferation of Hodgkin’s disease ordinarily re- 
spond better and remain quiescent longer with 
roentgen therapy than with TEM. The effect of 
chemotherapy, however, should be studied at an 
early stage in all patients with extensive or fre- 
quently recurring disease. Its generalized action 
serves to suppress the growth of abnormal tissue 
in hidden foci, and may prevent or reduce the 
frequency with which the disease extends or recurs. 

Illustrative Case. This 31-year-old graduate 
nurse developed enlarged lymph nodes in the 
groin in January, 1949. By the end of another 
year, she had many enlarged superficial lymph 
nodes and a palpable spleen. Two nodes were 
biopsied, and the pathologic interpretation was 
that of a relatively benign lymphoma. With the 
administration of roentgen therapy, the nodes 
disappeared in two to four weeks. A year later, 
superficial nodes began to enlarge again peri- 
odically but now responded less well to irradia- 
tion. In March, 1953, she developed severe pain 
in the scapulae, ribs, and low back. Irradiation 
and cortisone therapy were given, but improve- 
ment was very slow. During the next few weeks, 
other areas of skeletal pain and tenderness de- 
veloped, and several ribs were fractured. 

On admission to Duke Hospital on July 13, 
1953, the outstanding physical abnormalities were 
a slightly elevated and exquisitely tender area in 
the body of the sternum, several tender and crepi- 
tant areas in the ribs, and a palpable spleen. A 
mild anemia and leukopenia were present and a 
few abnormal lymphocytes in the circulating 
blood. Bone marrow was aspirated from the tender 
area of the sternum and found to contain a large 
percentage of abnormal primitive lymphoid cells. 
X-ray films of the skeleton showed areas of osteo- 
lytic destruction in the pelvis and ribs (Figure 3). 

She was given two 2.5-mg. doses of TEM, with 
2 Gm. of sodium bicarbonate, on successive days. 
On the evening after taking the second tablet, she 
had become nauseated, and on the following day, 
her white count was lower. TEM was given cau- 
tiously thereafter, at the rate of 1 mg. every five 
to seven days. After two to three weeks of therapy, 
her skeletal pains began to subside, and she be- 
came more energetic. After three months she had 
no major complaints. Examination at this time 
showed that the areas of bone tenderness had disap- 
peared. X-ray films showed recalcification of the 
rib lesions (Figure 3). Two weeks later, TEM 
was suspended while roentgen therapy was given 
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Figure 3. Chest roentgenograms of E.K.M., D68799, at beginning of TEM therapy and three months later. 


over the spleen in an attempt to reduce its size 
and with the hope of alleviating the leukopenia. 
Severe skeletal pain recurred within three to four 
weeks but subsided again when the chemotherapy 
was resumed. After taking TEM for six months, she 
had gained 20 pounds in weight and had no com- 
plaints. The only physical abnormality present 
was slight splenomegaly. The leukopenia persisted. 
The maintenance dose of TEM was reduced slight- 
ly. Three months later new areas of bone destruc- 
tion appeared, and the chemotherapy was supple- 
mented with local irradiation. 


Chronic Granulocytic Leukemia 


Chronic granulocytic leukemia can be effectively 
treated in most instances with TEM. In this type 
of leukemia, many agents are capable of producing 
repeated remissions, and some can be used to keep 
the disease more or less continuously suppressed. 
Within an average period of one to three years, 
however, possibly dependent on the basic severity 
of the disorder in a given individual, acute exacer- 
bation occurs. After this, there is little response to 
any type of therapy. No physical or chemical agent 


used in the past has been shown to greatly prolong 
the lives of patients with chronic granulocytic 
leukemia. As for TEM therapy in this type of 
leukemia, the early response to it appears to be 
entirely satisfactory. The tendency of the disease 
to exacerbate or become acute, as it is maintained 
over a period of years, will require a longer period 
to study. 

Illustrative Case. This 28-year-old salesman de- 
veloped bilateral pulmonary tuberculosis at the 
age of 21, for which prolonged sanatorium care 
and eventually thoracoplasty were necessary. His 
disease became stable and he resumed work. Two 
years later he noted a gradual increase in abdominal 
girth, decreased appetite, ease of fatigue, and loss 
of weight. After four months, his symptoms be- 
came rapidly worse. Physical examination on ad- 
mission to the hospital in November, 1952, showed 
pallor and evidence of recent weight loss. His 
sternum was exquisitely tender. A huge spleen 
filled nearly two-thirds of his abdomen. Blood 
and bone marrow studies showed the typical 
findings of chronic granulocytic leukemia with the 
hemoglobin reduced to 7.0 Gm. and the white 
blood count elevated to 595,000. A poor prognosis 
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was offered, both for prolonged control of his 


leukemia and for continued stability of the tuber- 
culosis. 

The hematologic response to TEM over a period 
of fourteen months is shown in Figure 4. As the 
leukocytosis subsided, the splenomegaly disap- 
peared, and the hemoglobin concentration returned 
to normal. He was able to resume work four weeks 
after the beginning of therapy. After thirteen 
months’ treatment, he had no significant complaints. 
His weight was optimal. Chest x-ray films and 
sputum examinations showed no evidence of reac- 
tivation of the tuberculosis. 


Other Conditions Treated 


When polycythemia vera cannot be satisfactorily 
controlled by repeated phlebotomies, ‘TEM may be 
used effectively to suppress excessive bone marrow 
activity. The results of this chemotherapy have 
been especially beneficial where complications asso- 
ciated with overproduction of platelets and vascular 
thromboses occur. 

The growth of some tumors that arise from non- 
hemopoietic tissues may be retarded by the admin- 
istration of TEM. A notable example is adeno- 
carcinoma of the ovary. About 40 to 50 per cent 
of all patients with this tumor are benefited at 
least temporarily. The following case represents 
an unusually favora- 
ble result. 

Illustrative Case. 
This 59-year-old 
housewife enjoyed 
good health until 
early in 1951, when 
she began to have 
lower abdominal 
“gas” pains, anorex- 
la, pain on urination, 
and weight loss. In 
May of that year, she 
was found to have a 
palpable tumor in the 
lower abdomen. At 


laparotomy, bloody ascites was present. The left 
ovary was involved in a firm, cystic, irregular mass 
15 cm. in diameter. Tumor nodules 1 cm. or more 
across were present in the omentum and about the 
base of the cecum. The tumor was resected as well 
as both ovaries, tubes, and the major portion of the 
omentum. Pathologic interpretation of the tissue 
was adenocarcinoma of the ovary with metastases to 
opposite tube, omentum, and peritoneal surface of 
opposite ovary. 

Following the operation, she was given x-ray ther- 
apy over the lower abdomen through two ports for a 
period of three weeks to a total of 2,250 roentgens. 

After cessation of the roentgen therapy, she im- 
proved temporarily, but in October, 1951, it was 
necessary to readmit her to the hospital because of 
increasing abdominal distention, painful abdominal 
cramps, difficulty with bowel movements, and anor- 
exia. Examination showed that she had lost weight. 
Her abdomen was tender and distended. There was 
dullness to percussion over the left lower quadrant. 

TEM therapy was started. Two weeks later, she 
reported very definite improvement, with far less 
“gas” pains and cramps in her abdomen. Her 
clothes fitted better, and measurement of the ab- 
domen showed considerable reduction in girth. 
TEM was given regularly thereafter in doses suf- 
ficient to maintain a slight leukopenia. Her symp- 
toms disappeared, and examinations as late as 
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Figure 4. Hematologic ef- 
fects of TEM in a patient 
with chronic granulocytic 


lenkemia, 
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twenty-seven months after the beginning of chemo- 
therapy showed excellent physical status and no 
evidence of tumor recurrence. 

A few patients with other tumors, especially those 
poorly differentiated histologically, may respond 
well to TEM. Response or lack of it is unpredictable. 
Improvement is frequent enough, however, that a 
few weeks of trial therapy is worth while in all pa- 
tients with extensive or metastatic malignancies for 
which conventional therapy can offer no useful 
palliation. If the initial response is encouraging, 
chemotherapy can be maintained indefinitely. 


Dosage of TEM 


Dosage in TEM therapy is a critical matter. The 
margin between therapeutic and toxic amounts is 
narrow. If this potent chemical is used casually, it 
may appear to be either ineffective, on one hand, 
or responsible for a disastrous depression of bone 
marrow function on the other. Physicians who have 
acquired some experience in its use, with careful at- 
tention to the details of its action, can administer 
it safely. 

The dose of TEM by mouth (the route which 
makes its optimal use practical over long periods of 
time) varies considerably from person to person. It 
may be as small as the intravenous dose—2 to 3 mg. 
daily for two to three days—or considerably greater. 
There is no average dose that can be used. The 
proper amount has to be determined for each pa- 
tient. Once determined, however, it remains rela- 
tively constant for months or years. 


Table 2. TEM dosage for oral administration. 


The maximal single dose is 2.5 to 5.0 mg. Since the chemical is destroyed by 
acid and by contact with food, tablets are given to patients fasting, 1 hour be- 
fore breakfast, with 2 Gm. or more of sodium bicarbonate. 


Day 1 : 2.5 mg. 

Day 2: : 2.5 mg. 

Day 3 : 2.5 mg., if the preceding doses have not affected appetite 
or WBC, 

Day 4-7 : Withhold TEMI! 

Day 8 on: : Give further initial or maintenance doses as indicated by 


patient's sensitivity to TEM. 


(A) Maximal sensitivity, anorexia, 
or fall in prevailing WBC 
after two 2.5-mg. doses 


0.5-1.0 mg. at 
7-14 doy intervals. 


(B) Averag itivity, i : 1.0-2.5 mg. as often 
and/or fall in WBC during as every 5-10 days. 
days 3-8. 


(C) Low sensitivity, no effect : 
from three 2.5-mg. doses. 


2.5 mg. or even 5 mg. 
as often as every 2—5 days 


Suspend therapy while the leukocyte count is falling. Full effect of doses 
given may not be evident for 7 to 10 days. Any dose causing severe anorexia 
or vomiting is excessive. 


The maximal single dose of TEM is 2.5 to 5.0 mg. 
Since the chemical is destroyed by acid and by con- 
tact with food, tablets are given to patients in the 
fasting state, one hour before breakfast, with 2 Gm. 
or more of sodium bicarbonate. It must never be 
given in an amount greater than that which will 
produce a slight depression of bone marrow func- 
tion, usually manifest as a transient leukopenia. 

The proper dose for a given patient is ascertained 
by observing the effect on appetite, the daily white 
cell count, size of tumors, fever, etc. Our usual 
schedule for TEM administration is shown in Table 
2. It is important to emphasize that (1) the full ef- 
fect of a given dose may not be evident for seven to 
ten days; (2) therapy must be suspended imme- 
diately when the leukocyte count is falling, until the 
hematologic status becomes stable; and (3) any 
dose that causes more than very mild anorexia or 
vomiting is excessive. 

Most of the diseases for which TEM is given re- 
quire sustained therapy to suppress the growth of 
abnormal tissue. Prolonged remissions do not follow 
short periods of chemotherapy. Individual doses 
must be repeated at intervals no greater than every 
ten to fourteen days. As therapy is initiated, it is 
helpful to classify patients according to whether 
they show (a) maximal, (b) average, or (c) low sen- 
sitivity to TEM. The approximate maintenance dose 
can then be estimated as outlined in Table 2. 

While effective TEM therapy can be adminis- 
tered with no more than a minimum of bone marrow 
depression, it should be given with exceptional cau- 
tion to those with severe marrow damage, regardless 
of whether this has resulted from the disease or 
from previously employed therapeutic agents. The 
amount of TEM required by individual patients 
bears no close relationship to the type of malignant 
disease they have. Those with granulocytic leukemia, 
however, appear to require larger amounts of the 
chemical than others. 

Complications of TEM therapy so far observed have 
been restricted to depression of bone marrow func- 
tion. Complete recovery has occurred uniformly in 
a few weeks’ time. After using the chemical for four 
years now, we have not observed chronic complica- 
tions from it, such as persistent marrow damage, 
abnormalities in serum protein composition, undue 
susceptibility to infections, injury to the gastro- 
intestinal tract, gonads, nervous system, etc. 


TEM has been provided for our studies by Dr. J. M. Ruegseg- 
ger, Lederle Laboratories, Pearl River, New York. 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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Cips from Other Journals 


Pharyngoesophageal Diverticulum 


In a review of 365 cases of pharyngoesophageal pul- 
sion diverticulum, Lahey and Warren demonstrated 
how effectively this lesion can be treated surgically. 
This type of diverticulum develops at a weak area 
of the posterior aspect of pharyngoesophageal junc- 
tion. Here the alimentary tube is pushed outward 
during the act of swallowing. It is only a matter of 
time until the protrusion reaches a size to hold food 
and mucus. Then the weight of the sac drags it 
downward so that it gradually enlarges. 

The authors arbitrarily divided the different 
stages of development of a pharyngoesophageal 
diverticulum into three phases, shown diagram- 
matically in the accompanying drawing. In the 


earliest stage, the diverticulum is no more than a 
bulge; distinction of sac and neck is not apparent. 
At this time the lesion is symptomless except for 
temporary retention of food, producing attempts 
to dislodge it by hawking. 

In the second stage, a globular sac is apparent, 
but the opening into the sac is still laterally placed 
on the esophageal wall, and there is still a direct 
pathway whereby most swallowed: material enters 
the esophagus proper. Symptoms are associated 
with retention of food in the diverticulum, and there 
is no esophageal obstruction. The patient occasion- 
ally regurgitates food. When this happens during 
sleep, he awakens strangling. Aspiration of food or 
liquid in this way has often resulted in pneumonia 
and lung abscess. 


STAGE 1 


STAGE 2 


STAGE 3 


Three phases of development of a pharyngoesophageal diverticulum. 
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In the third stage, the sac has dragged downward 
to a point that there is serious interference with 
swallowing because a bolus of food tends to drop 
into the diverticulum. The true esophageal path- 
way has become a lateral slit to which food has only 
indirect access. Lahey and Warren warned of the 
danger of perforation of the diverticulum when 
attempts are made to pass a bougie or an esophago- 
scope at this stage. Symptoms now include those of 
the second stage plus symptoms of varying degrees 
of obstruction. 

Treatment of pulsion diverticulum is deferred 
until there is definite evidence of a sac. Then the 
lesion is resected: at the Lahey Clinic this is accom- 
plished in a two-stage operation. The results of 
treatment by this method are excellent. In the 365 
cases reported by Lahey and Warren, there were 
only two deaths. The rate of recurrence after opera- 
tion was a little less than 5 per cent. Postoperative 
morbidity due to complications was very low. 
(Surg., Gynec. ¢ Obst., 98: 1, 1954.) 


A Final Survey of Vagotomy 


TEN years after vagotomy was introduced for treat- 
ment of duodenal ulcer, Brooks and Moore sur- 
veyed the results of this surgical method in 126 
patients who had undergone vagotomy six to ten 
years previously. They compared these results with 
those obtained from subtotal gastrectomy in similar 
cases. Although mortality is consistently lower after 
vagotomy than after subtotal gastrectomy, the latter 
operation gave more favorable results in terms of 
morbidity, recurrent ulcer, and need for subsequent 
surgery. 

The authors concluded: “. . . Vagotomy alone no 
longer has a place in the treatment of uncomplicated 
intractable duodenal ulcer. It has failed primarily 
because it has not prevented recurrent ulceration 
and because subtotal gastrectomy has a significantly 
higher promise of success.” Still, they found “‘some- 
thing appealing in the simplicity of section of the 
vagus nerves, which is capable of curing very in- 
tractable ulcer disease in 67 per cent of the pa- 
tients.” 

What is needed, Brooks and Moore stated, is a 
method for accurate selection of those patients 
whose disease is curable by vagotomy. The authors’ 
follow-up investigation indicated that this method 
cannot be reliably based on preoperative and post- 
operative studies of gastric acid levels, gastric re- 
sponse to insulin, or x-ray findings. 

Although vagotomy alone was condemned, and 


the efficacy of vagotomy combined with gast)o- 
enterostomy was questioned by Brooks and Movre, 
they confirmed that vagotomy is a good operation 
for the patient who develops a marginal ulcer after 
a subtotal gastrectomy. (New England J. Med., 
249: 1089, 1953.) 


Long-Term Anticoagulant Therapy 


ALTHOUGH much has been written about anticoagu- 
lant therapy of acute myocardial infarction, little 
has been published about long-term anticoagulant 
therapy for prevention of recurrent myocardial in- 
farction. However, Keyes and co-workers used 
bishydroxycoumarin (Dicumarol) for this latter pur- 
pose in a group of sixty-three cases, followed during 
two years of such therapy. Criteria for administer- 
ing the drug were as follows: (1) continuation of 
refractory anginal pain after recovery from infarc- 
tion; (2) survival of a recurrent myocardial infarc- 
tion; (3) development of coronary insufficiency 
suggesting impending coronary occlusion. Efforts 
were made to keep the prothrombin time at about 
twenty-five seconds (40 per cent). The course of 
these patients was compared to that of similar con- 
trols who did not receive the anticoagulant. 

The hazards of hemorrhage were accepted, but 
major hemorrhagic episodes were rare. At the end 
of the two-year period of the study, it seemed ap- 
parent that anticoagulant therapy had accounted 
for a significant improvement in prognosis. How- 
ever, the study is subject to the criticism that treated 
subjects and controls were not of an identical time 
period. Thus the authors stated, “Most of the con- 
trol group, who did not receive long-term anti- 
coagulants, were cases diagnosed before the advent 
of such therapy.” (Am. J. M. Sc., 226: 607, 1953.) 


Hepatic Coma 


Some of the observations on experimental hepatic 
coma in dogs are applicable to human cases of liver 
disease. The syndrome can be produced when an 
animal’s hepatic artery is ligated twenty-four to 
forty-eight hours after surgical formation of a porta- 
caval anastomosis. Rappaport and co-workers noted 
that the clinical and pathologic findings in such 
animals were similar to those of cirrhosis patients 
in whom hepatic ischemia had been provoked by 
ligation of the hepatic artery or by severe loss of 
blood as a result of hemorrhage from esophageal 
varices. The similarity included a great sensitivity 
to barbiturates—even in reduced doses. Because of 
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the relationship of serious symptoms to deficient 
arterial supply to the liver, the authors suggested 
that there is need for therapeutic measures that 
would improve the hepatic circulation. They are 
conducting experiments along these lines. (Surg., 
Gynec. & Obst., 97: 748, 1953.) 


Traumatic Rupture of Small Bowel 


In us discussion of rupture of the gastrointestinal 
tract by nonpenetrating abdominal injuries, Kirt- 
land emphasized that small bowel rupture is espe- 
cially important because it is ten times as frequent 
as ruptures in other sites and because the diagnosis 
may be difficult. Factors that create confusion in 
diagnosis are (1) other severe injuries, (2) complica- 
tions such as alcoholic intoxication, and (3) delay 
before onset of symptoms. 

In the majority of cases of rupture of the small 
bowel, there are no localizing symptoms for the first 
three to twelve hours. For this reason, patients with 
a history of abdominal trauma should be examined 
repeatedly for a period of twelve hours or more after 
injury. The commonest first symptom is abdominal 
pain with tenderness and rigidity. Vomiting occurs 
in less than half the cases. A rising pulse rate is a 
distinctive warning signal. X-ray evidence of gas 
beneath the diaphragm is found in less than 50 per 
cent of cases. 

Early diagnosis is important. The mortality rate 
doubles when diagnosis (and treatment) is delayed 
beyond twelve hours. As a special point in surgical 
treatment, Kirtland warned that abdominal explora- 
tion must be thorough. The finding of one site of 
perforation does not exclude the possibility of other 
intra-abdominal injuries that need surgical repair. 


(California Med., 79: 434, 1953.) 


Smoker's Respiratory Syndrome 


AMoNG 821 patients who consulted him because of 
suspected allergic, nasal, and bronchial symptoms, 
Waldbott found that 715 were smokers. Fifty-eight 
cases (7.1 per cent) had manifestations of smoker’s 
respiratory syndrome. This is characterized by a 
triad of symptoms as follows: (1) chronic pharyn- 
gitis, (2) wheezing and dyspnea, and (3) a tendency 
to respiratory infections. 

The author described the pharyngeal mucosa as 
showing a persistent hyperemia, ‘with small lymph- 
oid nodules on the pharyngeal wall. Asthma-like 
wheezing, cough, and expectoration were most pro- 
nounced in the morning. There was dyspnea on 
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exertion in about one-half of the cases. There were 


also various types of chest pain, sometimes with an 
associated sensation of precordial constriction. The 
wheezing noted in these patients was most promi- 
nent in the tracheobronchial area, in contrast to 
the diffuse wheezing of bronchial asthma. 

In the majority of cases, symptoms disappeared 
promptly when the patients stopped smoking. Some 
of the patients required additional therapy, such 
as antibiotics for infection, but eventually they too 
recovered when tobacco was eliminated. The author 
also reported an additional group of eighteen pa- 
tients in whom allergic asthma could not be con- 
trolled until smoking was completely eliminated. 


(Ann. Int. Med., 39: 1026, 1953.) 


Anaphylactic Shock from Penicillin 


STERLING believes that the risk of anaphylactic 
shock following the administration of penicillin can 
be reduced if all patients are carefully questioned 
about previous reactions to the antibiotic. This 
would be especially important in patients having 
bronchial asthma because of their unusual suscepti- 
bility to anaphylaxis. The author listed five cardinal 
symptoms of reaction to penicillin that should fore- 
warn a physician of the danger of anaphylactic 
shock if another dose of penicillin were given. These 
were as follows: 

**1, Syncope, mild to severe, at the time of injec- 
tion, or a feeling of faintness recurring periodically 
for the following three to four hours. 

**2. Sensation of burning or heat throughout the 
body, especially in the throat, palms of hands, soles 
of feet (similar to reaction after intravenous cal- 
cium). 

**3. Local or generalized pruritus never before 
present may occur in various parts of the body, be- 
ginning within a few hours after the injection. 

**4. Choking sensation in the throat, with increas- 
ing cough, dyspnea, and wheezing. 

“5. Severe paroxysmal pain varying in location, 
such as precordial, epigastric, or diaphragmatic.” 


(J. Allergy, 24: 542, 1953.) 


Antigen-Antihistamine Mixture for Hay Fever 


Some hay fever patients are so sensitive that they 
cannot be treated satisfactorily with the usual 
aqueous pollen extracts. To circumvent this diffi- 
culty, Ripps and Fuchs employed a mixture of 
Decapryn Succinate solution with the pollen anti- 
gen. One-half cc. (2.5 mg.) of Decapryn was mixed 
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in the same syringe containing the desired dose of 
pollen antigen. The mixture was then injected sub- 
cutaneously in the outer aspect of the upper arm. 
With this technique very sensitive patients were 
able to tolerate larger doses of pollen extracts than 
otherwise could have been given, and the incidence 
of reactions to the extracts was reduced. 

The authors mentioned two potential disad- 
vantages of the method: (1) the inconvenience of 
preparing the mixture before administration when 
the patient is obliged to continue his hay fever 
treatment elsewhere, and (2) the possibility of a 
delayed constitutional effect occurring several hours 
after the injection when the patient is no longer 
under the observation of the physician. (J. Allergy, 
24: 525, 1953.) 


Cortisone and Antibiotics 


Ir 1s well known that cortisone enhances certain 
infections and increases their severity. This effect 
is not due to action of the drug on the infecting 
bacteria. Rather it is due to the fact that cortisone 
somehow impairs the contribution of the infected 
subject’s own defenses. It has been supposed that 
this over-all deleterious effect of cortisone might 
be counteracted when antibiotics are given simul- 
taneously. 

Jawetz and Merrill have tested this hypothesis 
in laboratory animals. They confirmed that defenses 
of the host materially aid the direct antimicrobial 
action of antibiotics. They added: ‘‘When cortisone 
depresses these host mechanisms, the manifest out- 
come appears to be an impairment of the thera- 
peutic effect of the antibiotic. This observable end- 
result is most pronounced with barely curative 
amounts of the antibiotic. With much larger doses 
of antibiotic the contribution of host defenses in 
overcoming the infection is less essential and con- 
sequently the cortisone effect is not readily dem- 
onstrable.” (Science, 118: 549, 1953.) 


Hepatomegaly and Diabetes Mellitus 


Ir nas been known for some time that the liver is 
increased in size and sometimes tender in some pa- 
tients having diabetes mellitus. This hepatomegaly 
is thought to be the result of fatty metamorphosis. 
Goodman correlated the incidence of hepatomegaly 
with the adequacy of control of diabetes mellitus. 
He found that the liver was enlarged in 9 per cent 
of patients with controlled diabetes, in 60 per cent 
of those with uncontrolled diabetes, and in 100 per 


cent of patients with diabetic acidosis. From he 
data in his study he reported that the total ame int 
of glucose excreted in twenty-four hours is less »eli- 
able as an indication of the state of diabetic con‘rol 
than the cardinal symptoms of diabetes (polyuria, 
polydipsia, etc.), the presence of neuropathy, or the 
presence of hepatomegaly. (Ann. Int. Med., 39: 
1077, 1953.) 


Effect of Methionine on Serum Lipids 


Errorts have been made to popularize the notion 
that lipotropic substances, such as methionine or 
choline, may reduce the levels of serum cholesterol 
and serum lipids, thereby restraining a tendency 
toward the development of atherosclerosis. Noting 
that there was no sound evidence to justify this 
procedure and that it seemed illogical, Mann, 
Farnsworth, and Stare tested the effect of methio- 
nine over a period of seven weeks. For the purposes 
of the study, twenty-four men were selected because 
they had high values for those classes of lipopro- 
teins that are correlated with a high incidence of 
atherosclerosis. Each subject took 3 grams of 
methionine a day. The authors found “no evidence 
of significant trends or any other indication that 
the methionine supplements had altered the status 
of the serum lipids.” (New England J. Med., 249: 
1018, 1953.) 


Mallory-Weiss Syndrome 


Tuis rather rare syndrome is one of the causes for 
severe upper gastrointestinal hemorrhage that is 
likely to be unexplained clinically. Pathologically 
there are longitudinal tears of the mucous mem- 
brane at the cardiac end of the stomach. These are 
thought to result from violent retching movements 
which force the gastric contents against a con- 
tracted cardiac sphincter. Therefore the lesions are 
likely to develop in patients who have protracted 
or severe vomiting. 

Decker, Zamcheck, and Mallory have recently 
described eleven cases of this syndrome. They com- 
mented on the difficulties of clinical diagnosis and 
pointed to the inadequacies of certain methods of 
therapy that are used when there is severe upper 
gastrointestinal bleeding of unknown cause. They 
ended by emphasizing the seriousness of vomiting 
as a symptom and stated: 

“In severe vomiting or retching energetic thera- 
peutic measures should be used. Oral medications 
should be avoided, since even water may be poorly 
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tolerated by patients with acute gastritis, and 
parenteral antispasmodics, especially some of the 
newer preparations, may be useful both for acid 
neutralization and for reduction of gastric hyper- 
motility. Sedatives, hypnotics and even general 
anesthetics may be considered in intractable vomit- 
ing when not otherwise contraindicated.” (New 
England J. Med., 249: 957, 1953.) 


Alcohol and Liver Function 


Tue relationship of alcohol consumption to liver 
function was evaluated by Zieve and Hill in 744 
presumably healthy men. All of these people were 
gainfully employed, had satisfactory dietary habits, 
even in the case of those consuming large amounts 
of alcohol, and had no evidences of deficiencies. 
Physical examination was essentially normal in each 
instance. Alcohol consumption ranged from zero to 
one pint or more of liquor each day. A large battery 
of liver function tests was performed in each subject. 

It was found that there was no prominent rela- 
tionship between alcohol consumption and hepatic 
function in these men whose nutrition and health 
were normal. Some of the subjects with the highest 
alcohol ingestion had scores.on certain tests (serum 
bilirubin and hippuric acid) that were “more nor- 
mal” than usual. The authors thought this might be 
related to cellular hyperfunction associated with 
minimal damage to liver cells. 

They emphasized that these findings have no 
bearing in cases in which excessive alcohol intake 
leads to hospitalization for alcoholism. They stated: 
“In these instances the consumption of alcohol is 
such as to interfere with proper nutrition and gain- 
ful employment. Varying numbers of these in- 
dividuals, by continuing their excesses, eventually 
develop fatty livers and portal cirrhosis.” (J. Lab, & 
Clin. Med., 42: 705, 1953.) 


Inhalation of Vitamin B,2 


Tue administration of vitamin By by mouth for 
the therapy of pernicious anemia is effective only 
when massive doses of the vitamin are used. Pa- 
renteral injection of vitamin Biz is the preferred 
route and its effectiveness is predicated upon the 
ready access of the injected material to the blood 
stream. One of the largest capillary beds in con- 
tact with the external environment is that of the 
pulmonary circulation. For this reason Monto and 


Rebuck administered vitamin By2 by the aerosol 
method. 
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They found that an adequate clinical and hema- 
tologic response occurred in twelve patients with 
pernicious anemia in relapse. This simple form of 
therapy was not only effective, but safe and eco- 
nomical. Because of the similarity of mucosal struc- 
ture in the nose to the tracheobronchial tree, the 
authors administered vitamin Bj by nasal instilla- 
tion. They found this route of administration to be 
effective also. Twenty patients with pernicious 
anemia in remission have been maintained for a 
period up to eighteen months by the administra- 
tion of vitamin By» by the aerosol technique or by in- 
tranasal instillation. (Arch. Int. Med. 93: 219, 1954.) 


X-ray Findings in Addison's Disease 


Jarvis and his associates reviewed the roentgeno- 
logic manifestations in 120 cases of Addison’s dis- 
ease. Adrenal calcification was visualized in twenty- 
four cases (23 per cent). The calcified adrenal 
gland is usually demonstrable as a triangular or 
irregular shadow located over the medial aspect of 
the upper pole of the kidney, and ordinarily ap- 
pears to be composed of numerous small, dense, 
discrete concretions. The authors also demon- 
strated that suprarenal calcification is not pathog- 
nomonic of adrenal cortical insufficiency, for they 
have encountered four patients with calcification 
in the suprarenal area in whom adrenal cortical 
function was demonstrated. 

Addison’s disease is characterized by important 
abnormalities of cardiovascular function including 
hypotension, a low pulse pressure, a diminished 
blood volume, and a small heart. In the experience 
of the authors, cardiac enlargement is never en- 
countered in patients with untreated and uncom- 
plicated Addison’s disease. Furthermore, serial ex- 
aminations of cardiac size, with a carefully stand- 
ardized technique, provide a quick and convenient 
guide to the maintenance of optimal substitution 
therapy. A reduction in desoxycorticosterone dos- 
age is ordinarily indicated when heart size ap- 
proaches normal. 

Thirty-nine patients (33 per cent) had lung 
findings considered to be consistent with inactive 
pulmonary tuberculosis. Active tuberculous dis- 
ease could be demonstrated in only nine cases (8 
per cent). 

One of the interesting clinical features of Addi- 
son’s disease is a sclerotic thickening of the pinna. 
Six patients in this series had calcific deposits that 
were easily visible on the routine lateral film of the 
skull but better visualized with small films placed 


behind the pinna itself. The significance of this 
unique finding is not clear. Although moderate 
stiffening of the pinna has been occasionally en- 
countered in previously untreated patients, it would 
appear to be associated in most cases with pro- 
longed desoxycorticosterone therapy. Deposition 
of calcium salts in the costal cartilages was also 


marked in these patients. (Radiology, 62: 16, 1954.) 


Miliary and Meningeal Tuberculosis 


DesauTeEts and Pfuetze obtained the best results in 
the management of miliary tuberculosis by using 
daily streptomycin and daily para-aminosalicylic 
acid for at least one year. With this regimen they 
have observed an 83 per cent survival. For the 
management of tuberculous meningitis they rec- 
ommend the use of daily streptomycin and daily 
para-aminosalicylic acid until the spinal fluid sugar 
and cell counts have been: normal for at least six 
months. On this regimen they have noted a 70 
per cent survival. Now that isoniazid is available, 
the authors recommend that daily streptomycin, 
para-aminosalicylic acid, and isoniazid should be 
used in all patients with miliary tuberculosis or 
meningeal tuberculosis. They do not feel that the 
intrathecal administration of streptomycin is neces- 
sary in the treatment of tuberculous meningitis. 


(Am. Rev. Tuberc., 68: 912, 1953.) 


Treatment of Vivax Malaria 


Myarr and Coatney recommend a rationale of treat- 
ment of P. vivax malaria which is based on eradica- 
tion of blood parasites as well as tissue parasites. 
The tissue stage of the P. vivax parasite is re- 
sponsible for relapses and makes permanent cure 
of the infection difficult. The authors’ recom- 
mended treatment is chloroquine plus primaquine. 

Most of the first dose of chloroquine is absorbed 
by the tissues and is not available for eradication 
of blood parasites. For this reason it is important 
to give a loading dose of 1.0 Gm. of the drug orally, 
followed in six hours by 0.5 Gm., and then 0.5 Gm. 
on each of two succeeding days, making a total 
dose of 2.5 Gm. in three days. Primaquine is given 
in a single 15-mg. dose daily for fourteen days. 
Primaquine is effective only against tissue parasites. 

For suppressive treatment, chloroquine, 0.5 Gm. 
weekly, is recommended. Immediately after leaving 
an endemic area primaquine should be taken in 
doses of 15 mg. daily for fourteen days. (Arch. Int. 
Med., 93: 191, 1954.) 


Foreign Bodies in Stomach 


Roserts recommends the use of carbonated -oft 
drinks in the roentgen diagnosis of foreign bodie. in 
the stomach. The drink should be very cold to jycr- 
mit the body heat to liberate CO: a little more 
slowly and, by so doing, prevent eructation of the 
liberated gas. The author also advises that on!y a 
small quantity of the soft drink should be ingested. 
Children under a year old need only two or three 
swallows, and even in adults no more than an 
ounce is given. Larger amounts of the carbonated 
beverage cause extreme distention of the stomach, 
producing an overlapping of shadows which may 
lead to an erroneous diagnosis. (Am. J. Roentgenol., 


71: 239, 1954.) 


Metastases to the Heart 


In 288 autopsy examinations on patients who died 
of a wide variety of malignant neoplastic diseases, 
Burnett and Shimkin found 18 per cent with meta- 
static or infiltrative secondary neoplasms of the 
heart. The primary diagnoses in this series of fifty- 
three patients consisted of leukemia (twenty-three 
cases), melanoma (ten cases), and carcinoma of 
various sites (seventeen cases). The authors admit 
that their series is weighted because of the very 
high incidence of leukemia in their hospital. One 
patient had a sarcoma and two showed evidence of 
lymphoma. Notable by their absence from this 
group of fifty-three patients are Hodgkin’s disease 
and carcinoma of the breast, both of which were 
found in high frequency in other similar series. 

In the leukemias the heart was found to be fairly 
diffusely infiltrated in a majority of cases. Car- 
cinomas generally produced discrete nodular or 
multinodular metastases. When the metastatic in- 
volvement was of the discrete nodular type, 50 per 
cent were found in the left ventricle, 25 per cent 
in the auricles, and 20 per cent in the right ventri- 
cle. In no case in this series was there cardiac 
metastasis without other visceral invasion. 

The relative paucity of signs and symptoms of 
cardiac disease was striking. When signs and symp- 
toms appeared, the clinical picture consisted of the 
rather sudden appearance of progressive and un- 
responsive signs and symptoms of almost any kind 
of heart disease, in a patient with a disseminated 
neoplasm and a previously normal heart. Congestive 
heart failure, pericardial effusion, cardiomegaly, 
chest pain, murmur, and friction rub were among 


the findings. 
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All the patients with clinical signs and symptoms 
of cardiac disease also had abnormal electrocardio- 
grams. Of thirty-two patients who had electro- 
cardiograms, twenty-three had distinctly abnormal 
findings. The main abnormalities consisted of low 
voltage, isoelectric or slightly inverted T waves in 
the standard leads and over the left precordium. 
Arrhythmias and conduction defects were also 
noted. 

Antemortem diagnosis of metastases to the heart 
was made in only two patients. In retrospect, va- 
rious signs and symptoms pointed to cardiac in- 
volvement in 50 per cent of the cases. (Arch. Int. 
Med., 93: 205, 1954.) 


6-Mercaptopurine for Leukemia 


6-MERCAPTOPURINE is one of the newest antimetabo- 
lites tried in the treatment of leukemias and other 
tumors. It is believed to be effective because it inter- 
feres with nucleic acid metabolism and discrimi- 
nately retards the synthesis of nucleoproteins in 
certain types of abnormal cells. 

Burchenal and co-workers have reported on the 
effects of the drug in 107 patients with various types 
of neoplastic disease. It caused temporary remis- 
sions in a substantial number of children and in an 
occasional adult with acute leukemia. Patients with 
chronic granulocytic leukemia also responded to 
the drug. Occasionally it brought about some re- 
gression of tumor masses in reticulum-cell sarcoma, 
but there was no beneficial effect in chronic lympho- 
cytic leukemia, in lymphosarcoma, in Hodgkin’s 
disease, and in all of the metastatic carcinomas stud- 
ied. 6-Mercaptopurine was effective in some chil- 
dren whose disease was resistant to the folic acid 
antagonists such as amethopterin. Remissions 
caused by 6-mercaptopurine were only temporary, 
with resultant development of resistance to the 
compound. (Blood, 8: 965, 1953.) 


Therapy of Tuberculosis 


PorreNGER emphasizes that chemotherapy in tuber- 
culosis is an aid rather than a cure. The chief func- 
tion of antimicrobials in tuberculosis is to prevent 
the multiplication of bacilli. The patient’s own 
protective forces, both natural and acquired, are 
necessary for the destruction of the bacilli and 
healing of the lesion. Chemotherapy is of special 
value in preventing spread and in checking the 
progression of a lesion resulting from a spread. 

In acute forms of tuberculosis chemotherapy is 
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quite useful. However, extensive advanced fibrotic 
lesions, with destruction and cavity formation, offer 
the greatest obstacles to chemotherapy. Collapse 
measures and surgery must be combined with anti- 
microbial treatment in the management of cavitary 
forms of tuberculosis in many instances. (Am. Rev. 
Tuberc., 68: 933, 1953.) 


Treatment of Shock 


IN AN experimental study of the treatment of hemor- 
rhagic shock, Maloney and co-workers evaluated 
the relative effectiveness of intravenous and intra- 
arterial transfusions. They found little to choose 
between the two routes of administration of blood. 
The hydraulic effect of intra-arterial transfusion was 
insignificant at the rates of transfusion currently 
employed clinically. Also, improvement of arterial 
pressure was a function more of the rate at which 
blood was given, without reference to the route. 

Their data did not completely settle the question 
of whether intra-arterial transfusion has a special 
advantage in cases of asystole. However, under other 
circumstances, they found no evidence that rapid 
intra-arterial transfusion is any more or less effec- 
tive than rapid intravenous transfusion. (Surg., 
Gynec. & Obst., 97: 529, 1953.) 


Infections During Antimicrobial Therapy 


Horer and McCaskey report six cases of superinfec- 
tion caused by secondary organisms resistant to an 
antibiotic drug which was being employed in treat- 
ing a disorder due to a primary sensitive pathogen. 
They observed that antimicrobial therapy, while 
suppressing many acute bacterial infections, permits 
resistant organisms possessing lower virulence and 
invasiveness to become the cause of superimposed 
infections. The authors emphasize that such super- 
infections should not discourage the use of anti- 
microbial drugs when they are indicated in treating 
infection. However, they urge that one should hesi- 
tate to employ antibiotics when the indications, 
prophylactically or therapeutically, are indefinite. 
(Arch. Int. Med., 93: 44, 1954.) 


Treatment of Intestinal Moniliasis 


Canpipa albicans may appear in large numbers in 
the feces of patients receiving broad-spectrum anti- 
biotics. The cause of this change of the intestinal 
flora lies in the effect which the broad-spectrum 
antibiotics have on the normal intestinal bacteria, 


87 


and the resistance which Candida albicans shows 
toward the action of these drugs. At times the Can- 
dida albicans causes a severe intestinal moniliasis. 
Because of the antimycotic effects of certain fatty 
acids, Neuhauser and Gustus studied the effects of 
many fatty acids on Candida albicans. Their studies 
indicated that caprylic acid was effective in vitro. 
However, when given orally, large doses of- this 
fatty acid cause undesirable gastrointestinal symp- 
toms. To avoid this toxic effect, the authors em- 
ployed the fatty acid in combination with an ex- 
change resin which permitted the release of the 
active drug at such a rate that toxicity did not occur. 
They treated three cases of severe intestinal monil- 
iasis successfully with the caprylic acid-resin com- 
plex. In none of the cases were there any undesired 
side reactions due to the treatment agent. (Arch. 


Int. Med., 93: 53, 1954.) 


Neurologic Complications from Efocaine 


CERTAIN neurologic complications have been noted 
by Nowill and his co-workers following the use of 
Efocaine as a local anesthetic. Among their three 
cases was a 65-year-old white man in whom the 
ligation of a right popliteal aneurysm had been per- 
formed. Following operation, because of a cold, pale 
foot, a right paravertebral lumbar sympathetic nerve 
block was performed with 8 cc. of 1.5 per cent 
Metycaine followed by 2 cc. of Efocaine in the second 
and third lumber areas. Although relief of pain was 
immediate, the patient was unable to move either 
leg following the procedure. Examination revealed 
skin anesthesia to the level of the tenth thoracic 
segment and complete motor loss in both lower ex- 
tremities. No recovery had occurred after a four- 
month period, and it was believed that a transverse 
myelitis had resulted from the injection of Efocaine. 

A second case concerned a 22-year-old white man 
who, following a left lower lobectomy and lingulec- 
tomy, was given an intercostal nerve block with 
Efocaine prior to closure of the chest. One cc. of 
this mixture was injected under the inferior edge of 
each of five ribs. A Brown-Sequard syndrome re- 
sulted, with numbness of the left leg, left thoracic 
analgesia, and urinary retention. Two months later 
there was still decreased pinprick sensation, and 
although the strength of the left leg was normal, 
the patient walked with a slight limp. 

The third patient was given 2 cc. of Efocaine in 
the tenth and eleventh thoracic interspaces to block 
the thoracic splanchnic nerve. This resulted in 
freedom from pain, but on the evening of the pro- 


cedure he was awakened from sleep by severe >. in 
in the lower part of the body and numbness of |); 
legs. Paralysis from the waist down resulted aid 
persisted until the patient’s death two months lat r. 

The authors believe that the use of Efocaine 
should be limited to those areas where possible 
tissue damage is unimportant. (Arch. Surg., 67 :738, 
1953.) 


Oxytetracycline and Chlortetracycline 


FINLAND analyzed the clinical results obtained in 520 
patients treated with either oxytetracycline (Terra- 
mycin) or chlortetracycline (Aureomycin). The re- 
sults obtained with each of the antibiotics were com- 
parable. The only important toxic effect from the 
use of these agents involved the gastrointestinal 
tract. The occurrence of nausea, vomiting, and 
severe watery diarrhea was significantly greater in 
the patients treated with oxytetracycline. With each 
of the antibiotics, diarrhea occurred about twice as 
frequently among patients who received 250-mg. 
doses every four hours or 500-mg. doses every four 
or six hours than among those given 250 mg. every 
six hours. Fecal cultures showed hemolytic coagu- 
lase-positive strains of Staphylococcus aureus more 
frequently in the patients treated with oxytetra- 
cycline. 

The authors also noted that the use of cathartics 
often initiated the severe diarrheas. In most of the 
patients when the oral administration of the anti- 
biotic was discontinued, the diarrhea subsided and 
the normal flora returned in the stools. This im- 
provement occurred without relation to the subse- 
quent use of other specific antibacterial agents or to 
the susceptibility of the fecal staphylococci to those 
agents. (Arch. Int. Med., 93: 23, 1954.) 


Gastrointestinal Hemorrhage 


IN AN article on the management of massive gastro- 
intestinal hemorrhage, Hawthorne and Nemir have 
cited a number of cases caused by unusual lesions 
of the digestive tract and have described their treat- 
ment. In the therapy of massive hemorrhage from 
peptic ulceration of the duodenum or stomach, a 
higher salvage has been demonstrated when rapid 
blood replacement and early surgery are employed. 
In the presence of cirrhosis of the liver and bleed- 
ing from esophageal varices, tamponade with a 
balloon tube is an effective emergency measure. 
The treatment of bleeding from other causes, how- 
ever, is not so well established. 
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The authors cited two cases of massive bleeding 
from esophageal hiatus hernias controlled by blood 
replacement and repair of the hernia. Following 
cardioplasty or whenever the esophageal-gastric 
junction is destroyed, bleeding is also not uncom- 
mon. This is due to regurgitation of gastric juice 
into the esophagus, producing inflammation, ulcer- 
ation, and scarring of the lower esophagus. 

Massive bleeding from the intestinal tract below 
the second and third portions of the duodenum is 
manifested by melena. The authors stated that in 
95 per cent of cases presenting massive melena, the 
bleeding can be controlled by a conservative reg- 
imen and blood transfusion. Two cases were cited 
of hemorrhage from the sigmoid and rectum follow- 
ing colectomy for ulcerative colitis. They also 
described exsanguinating hemorrhage following the 
use of anticoagulants after resection of a sigmoid 
polyp. This was relieved by resection of the seg- 
ment of colon containing the operative site. 
Duodenal bleeding was described in a case of sub- 
mucous cystadenoma originating from the deep 
mucous duodenal glands of the second portion of 
the duodenun. 

The authors concluded that emergency gas- 
trectomy is wise in patients having massive un- 
controllable bleeding on the basis of gastroduo- 
denal lesions such as peptic ulcer and benign and 
malignant tumors. They did not recommend re- 
section of the stomach if no definite lesion can be 
found at the time of exploration. In cases of mas- 
sive melena in which no demonstrable cause can be 
found, they stated that operation should be carried 
out during a bleeding episode in order that the 
point of bleeding can be ascertained. (Ann. Surg., 
138: 823, 1953.) 


Circulating 17-Hydroxycorticosteroids 


For the estimation of the adequacy of adrenal func- 
tion, various metabolic processes related to effects 
of adrenal steroids may be studied, according to 
Perkoff and his associates. Among these are the 
ability to excrete a water load, determinations of 
serum electrolytes, and observation of the blood 
sugar during fasting. Since urinary 17-ketosteroids 
are only in part derived from adrenal secretions, 
they show a relatively poor correlation with adrenal 
function. The eosinophil response to ACTH has 
been useful as a measure of adrenal function, but its 
usefulness is limited by the natural lability of eosino- 
phil levels. 

The authors point out that the recent develop- 
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ment of a chemical method for the determination of 
17-hydroxycorticosteroids has provided a more 
exact technique for the measurement of circulating 
adrenal hormone. Their studies of blood 17-hy- 
droxycorticosteroids in various nonendocrine dis- 
orders indicate that the results are similar to those 
observed among normal individuals. However, data 
obtained on twelve patients dying of nonendocrine 
disorders showed that, in all but one, the 17-hy- 
droxycorticosteroid content of the plasma was 
markedly increased. 

In patients with typical Addison’s disease, plasma 
17-hydroxycorticosteroids were not present. Fur- 
thermore, the intravenous administration of ACTH 
to these patients did not result in the appearance of 
17-hydroxycorticosteroids in their plasma. In pa- 
tients with partial adrenal insufficiency, the plasma 
steroid levels were within the range of normal, but 
the administration of ACTH failed to produce a rise 
in the steroid levels such as occurs when adrenal 
function is normal. In Cushing’s syndrome the 17- 
hydroxycorticosteroid plasma levels were elevated. 
(Arch. Int. Med., 93: 1, 1954.) 


Acute Arterial Embolism 


In a review of eighty-five cases of acute arterial 
embolism seen during an eighteen-year period, 
Desprey and Hubay found that the shorter the time 
between the onset of the embolic symptoms and the 
beginning of treatment, the better the prognosis. 
Since most of these emboli originate in the heart 
itself, mortality seems to be related to the more 
precarious cardiac status and inability of the pa- 
tient to withstand ischemia or infarction. The in- 
cidence of necrosis was more than doubled in their 
series and the recovery rate reduced by one-third 
in those whose treatment was delayed for more than 
six hours. 

Discussing various embolic sites they found that 
prognosis was particularly poor in mesenteric ar- 
terial embolism. All seven patients with involvement 
of the superior mesenteric artery died. Three of 
these underwent laparotomy; one had arteriectomy, 
embolectomy, and heparization; and three had no 
treatment. 

Almost half of the patients with embolism to the 
aortic bifurcation died. Of the patients undergoing 
embolectomy for aortic bifurcation emboli, one had 
a thigh amputation, one had amputation of the 
great toe, and two made complete recovery. 

Of ten patients with iliac embolism, five im- 
proved, and of these, two had successful embolec- 


tomies. Eleven of twenty-seven patients with fe- 
moral emboli had successful embolectomies, and 
five of the remaining sixteen were improved with- 
out operation. Of the sixteen patients who im- 
proved, fifteen received anticoagulants. 

The authors recommended embolectomy on 
larger arteries, but their results seemed to indicate 
that it should not be attempted in cases of popliteal 
or brachial artery embolism. Interruption of col- 
lateral circulation by surgery seemed to embarrass 
circulation further in these instances and to lead to 
amputation. They recommended the use of aorto- 
grams in the localization of saddle and iliac emboli 
but felt that routine arteriograms were otherwise 
unnecessary since accurate localization can be 
made by clinical methods. (Arch. Surg., 67: 865, 
1953.) 


Abdominal Roentgenography 


IN ROENTGENOGRAPHY of the abdominal viscera, gas 
in the intestines often obscures important outlines 
and details of pathologic changes. When gas in the 
colon is responsible for the obscuration of the ab- 
dominal viscera, Govoni, Brailsford, and Mucklow 
recommend the use of a hydrogen peroxide enema 
to aid in the elimination of the gas. Twenty-five 
minims of hydrogen peroxide are added to each 
pint of water and administered as an enema very 
slowly. The patient is encouraged to change posi- 
tion from prone to left side to supine and to right 
side. The hydrogen peroxide produces a neuro- 
muscular excitation of the colon, which stimulates 
evacuation of its contents. (Am. J. Roentgenol., 71: 


235, 1954.) 


Calcification of Ascending Aortic Arch 


Wo kin studied fifty-four patients with calcifica- 
tion in the ascending portion of the aortic arch. 
Syphilitic aortitis was present in all of the cases. 
In forty-three of the fifty-four patients, calcifica- 
tion was demonstrated also in the transverse and 
descending portions of the aortic arch. In only 
eleven, therefore, the calcification was limited to 
the ascending arch. The calcification was a sign of 
late syphilis. Although the calcification may be 
seen on the routine posteroanterior x-ray, it can 
be more clearly demonstrated by using the over- 
exposed technique made in the posterioanterior 
projection without the Bucky diaphragm. A film 
made at a distance of three and a half feet affords 
marked improvement in contrast. (Radiology, 62: 
101, 1954.) 


Intelligence Tests 


INTELLIGENCE tests are commonly used as a mc ins 
for evaluating educational methods and sometiies 
for clinical psychologic studies. Recently, Dre ver 
has shed new light on these tests. Each of ten 
children were given four different intelligence tests, 
It was found that individual intelligence quotients 
differed widely and significantly from one another 
on different tests. (Science, 118: 594, 1953.) 


Antidiuretic Effect of Pain 


Ir Has been known that a noxious stimulus inhibits 
the output of urine. Mirsky and Stein showed that 
this antidiuretic effect is correlated with an in- 
crease in the amount of antidiuretic hormone in 
the blood. Thus when ischemic pain was induced 
in the arm of a healthy subject, urine output drop- 
ped sharply and the amount of antidiuretic sub- 
stance in the blood simultaneously rose. The au- 
thors concluded that the increase may be due to 
the secretion of the antidiuretic hormone of the 
pituitary, or to the release of a similar substance 
from some other site. (Sczence, 118: 602, 1953.) 


Guillain-Barré Syndrome 


NERVOUS system involvement as a complication of 
infectious mononucleosis occurs in approximately 
2 per cent of cases, according to Raftery and his 
associates. The types of neurologic involvement are 
lymphocytic or serous meningitis, meningoenceph- 
alomyelitis, acute polyradiculoneuritis, and peri- 
pheral neuritis. The authors report three cases of 
acute polyradiculoneuritis of the Guillain-Barré 
type. Their report brings to thirteen the number 
of reported cases of acute polyradiculoneuritis com- 
plicating infectious mononucleosis. (Arch. Int. Med., 
93: 246, 1954.) 


Tracheal and Gastric Lavage 


Deakins and Barber determined that tracheal lav- 
age as a method for obtaining specimens for the 
culture of tubercle bacilli was as good but no better 
than gastric lavage. They found that a reliable 
technician can perform a gastric lavage whereas a 
physician is required to do the tracheal procedure. 
Furthermore, the patients preferred the gastric 
lavage to the tracheal. Contamination of the at- 
mosphere was much greater with the tracheal wash. 
(Am. Rev. Tuberc., 68: 926, 1953.) 
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Information Please 


Excessive Salivation During Pregnancy 


Q. A multiparous patient in her first trimester of her third preg- 
nancy complains of salivation with a metallic taste in the mouth 
(ptyalism). This is very depressing. Therapy with antispasmodics, 
bile salts, antihistamines, and vitamin Be¢ is ineffective. What treat- 
ment would be effective? 


A. Unfortunately there is no specific treatment for 
ptyalism. The fluid loss must be replaced and ex- 
haustion prevented by frequent feedings and small 
doses of dextro-amphetamine. 

Consideration of radical measures is rarely neces- 
sary because, while salivation is distressing, it often 
stops spontaneously after a few weeks, or the patient 
can tolerate it. 


“Oxygen Poisoning” 
Q. What is meant by oxygen poisoning? 


A. Oxygen poisoning is a misnomer and should 
be replaced by the term carbon dioxide intoxication 
syndrome. 

Normally, respiration is controlled by the level 
of carbon dioxide in the arterial blood, which 
stimulates the respiratory center in the medulla. 
In addition, there is a less active mechanism that 
is dependent on a decrease in arterial oxygen 
tension. Low levels of oxygen tension stimulate 
chemoreceptors of the carotid and aortic bodies 
resulting in a chemoreflex drive for respiration. 

In patients with emphysema, persistent high 
levels of carbon dioxide (hypercapnia) are often 
found. Such constant elevation of carbon dioxide 
may dull the respiratory center so that it no longer 
is stimulated by the high levels of carbon dioxide. 
When this occurs, the chemoreceptors in the aortic 
and carotid bodies become the controlling mechan- 
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ism, and respiration is maintained by their response 
to decreased oxygen saturation (hypoxia). 

Under these circumstances, administration of 
high concentration of oxygen may relieve hypoxia 
and thereby remove the only stimulus to respiration. 
Hypoventilation ensues, resulting in a further ele- 
vation of the carbon dioxide tension and fall in 
arterial pH (respiratory acidosis), which is mani- 
fested by weakness, headache, confusion, irritability, 
drowsiness, coma, and death. 

Although most commonly seen ‘in emphysema, 
the carbon dioxide intoxication syndrome may 
occur whenever the medullary respiratory center is 
depressed by drugs, such as morphine, barbiturates, 
or anesthetic agents, or in the presence of diseases 
of the central nervous system affecting the respiratory 
center. In these situations administration of oxygen 
may further elevate the carbon dioxide tension of the 


blood. 
Saddle Block Anesthesia 


Q. Is one correct in assuming that the saddle block is simply a low 
spinal anesthesia? What anesthetic is best to use, and what is the 
technique if not a low spinal? 


A. Saddle block anesthesia is a form of low 
spinal anesthesia which involves the sacral seg- 
ments. The anesthesia is distributed in the saddle 
area. It differs from other forms of spinal anesthesia 
in the technique of induction. The lumbar puncture 
is induced in the sitting position. The patient re- 
mains sitting after the drug is injected. Inasmuch 
as the solution is made heavier than spinal fluid, 
with dextrose the drug gravitates downward and 
becomes concentrated at the sacral spinal segments. 
Usually 50 milligrams of procaine in 1 cc. of 10 
per cent dextrose is used for anesthesia expected to 
last an hour. The patient is allowed to remain sit- 
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ting for sixty seconds after the injection and then 
placed flat with the head supported by a pillow. 
Tetracaine (pontocaine), 5 mg. in dextrose, will 
yield a block for two hours, and Dibucaine (nuper- 
caine), 2.5 mg., three hours. The addition of 0.25 
cc. 1:1000 epinephrine to any of these will prolong 
anesthesia approximately 60 per cent. 


Recurrent Canker Sores 


Q. For the past five months I have been treating a middle-aged fe- 
male for canker sores without any appreciable results. She has been 
placed on an exclusive diet and the common allergenics such as 
chocolate, wheat, tomatoes, sea food, etc. have been avoided. 
Avreomycin troches, various mouth washes, and multiple smallpox 
vaccinations have been to no avail. What suggestions for treatment 
do you have? 


A. Aphthous stomatitis (canker sores) has been 
considered by some authorities to be the result of 
infection with the herpes simplex virus. Attempts to 
repeatedly isolate the virus from typical lesions have 
not been uniformly successful. The virus is be- 
lieved to enter the body in childhood and parasitize 
body cells for the remainder of life hence the fre- 
quent refractoriness to therapy. Toothbrush trau- 
ma, allergy, anemia, menstrual irregularities and 
malnutrition have been incriminated as predispos- 
ing factors. 

The lesions may occur in a cyclic manner, last 
usually one to three weeks; then subside spontan- 
eously. This makes any form of therapy difficult to 
evaluate. 

Local topical agents such as 8 per cent zinc 
chloride solution, camphorated phenol, alum, and 
silver nitrate have been used with some success 
when combined with mouth washes. Smallpox vac- 
cine, given by repeated vaccination at ten-day in- 
tervals for five or six injections has been reported 
as very effective in the stubborn cases. Strauss has 
reported marked improvement after B complex vi- 
tamins. More recently antihistamines and anti- 
biotics have been reported as effective agents. No 
one form of therapy appears to be uniformly suc- 
cessful. 

Treatment should be directed at ruling out 
trauma, systemic diseases, or irritants as predis- 
posing factors. Following this B complex vitamins 
and local measures might be given a therapeutic 
trial. In some instances no form of therapy will be 
successful in preventing recurrences. Steroid ther- 
apy has been successful in cases of Stevens-John- 
son’s syndrome and other forms of erythema muiti- 
forme, but there has been little reported on their 
use in this condition. 


Injections of Hydrocortisone 


Q. Regarding hydrocortisone in the treatment of joints, bursas, and 
tendon sheaths by direct injection, does it shorten disability :-om 
severe sprains? Can it prevent or minimize contracture in bedly 
burned hands? 


A. Sufficient work has not been done with the 
use of hydrocortisone in severe sprains to express 
any worthwhile opinion. It would on theoretical 
grounds have no favorable effect on tissue hem- 
orrhage and might delay healing of torn fibrous 
tissue. 

Experimental work shows that injections of hydro- 
cortisone into early keloids will delay or prevent 
their development, though no good clinical series 
is available. So far as burned hands are concerned, 
no reports are available on the effects of injecting 
hydrocortisone. Hydrocortisone ointment applied 
locally has been reported as helpful in limiting 
contractures but of no value after contractures have 
occurred. 


Use of Mumps Vaccine 


Q. Kindly evaluate the effectiveness of mumps vaccine in adults. 
There seems to be a considerable difference of opinion as to the 
effectiveness of this preparation in reducing the course of mumps, as 
to whether it is given before swelling begins or if it is effective at all 
in the dosage recommended by the manufacturers. 


A. The prophylactic effect of any antiviral vac- 
cine is nil if it is given after the disease starts. In 
the case of mumps, no effect could be expected if 
vaccine is given after invasion has begun and be- 
fore glandular swelling occurs. A recent large-scale 
controlled study of the value of mumps vaccine 
(Am. J. Hyg., 54: 295, 1951) showed that after 
exposure of a large group of men, vaccination had 
no effect during the first three weeks. After three 
weeks, vaccination protected men in proportion of 
2:1 over unvaccinated men, and after six weeks 
the proportion rose to 3:1. Mumps, when it did 
occur in vaccinated men, was mild and had fewer 
complications. 


Treatment of Oversized Breasts 


Q. In a young woman who has always had disproportionately large 
breasts, there has been some increase in breast size since her only 
pregnancy (baby now 5 months old). Besides reducing the patient's 
weight (weight, 124'% Ib.; height, 5’3”), what treatment could be 
instituted to reduce the size of her breasts? Is some type of endocrine 
therapy indicated? 


A. To our knowledge there is no nonsurgical 
treatment for the condition described. 
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Business and Econom 


The General Practitioner and the Surgeon 


BY J. RAY THOMAS, M.D. 


Ir 1s with considerable trepidation of mind and re- 
luctance of spirit that I, who am young and com- 
pletely obscure in the field of surgery or surgical 
philosophy, undertake to express opinions about 
certain phases of surgical practice, some of which 
will be violently disapproved by the majority of the 
leaders and spokesmen who are my peers in the 
field of general surgery. The words of various sur- 
gical spokesmen in the recent past indicate that 
they believe the time is at hand for a crusade to 
eliminate the general practitioners in the small 
towns from surgical practice as has been largely ac- 
complished in the large cities. In this regard there 
are two fundamental factors which should be care- 
fully considered. First, should general practitioners 
be eliminated from sharing in the responsibility 
and income of surgery, and second, is such elimina- 
tion possible? 

It has been estimated that well over half of all 
general surgical operations are today being done in 
the smaller towns, completely away from the direct 
spheres of influence of large city medical centers. 
The great majority of university hospital professors 
of surgery and staff men, from whom also come most 
of the policy planners and spokesmen for our na- 
tional surgical organizations, have absolutely no 
first-hand acquaintance with, and little understand- 
ing of, the varied problems of surgical practice that 
exist at these grass root levels. 

Let us consider first the financial facts of life 
about surgery. All of us are familiar with the rising 
crescendo of campaigning against the Big Three 
sins of surgeons—ghost surgery, fee-splitting, and 
unnecessary surgery. The amazing fact is that no- 
where is the basic and fundamental crux of the 
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whole problem being freely and openly discussed. 
The simple facts of the case are that as long as 
there is a difference of a half million dollars gross 
income per lifetime between average “simon pure” 
surgeons and general practitioners, there will con- 
tinue to be fee-splitting and ghost surgery with 
their attendant evils. The best definition I have 
been able to fashion for a “‘simon-pure” surgeon is 
one who bills for and retains the full fee for each 
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operation performed. Likewise a ‘simon pure” gen- 
eral practitioner must be defined (by surgeon stand- 
ards) as one who does no surgery and who never 
charges any patient more than $25 to $35 for his 
services in connection with any surgical procedure. 

There are those who will question this half mil- 
lion dollar figure of lifetime income difference. It 
is arrived at in the following manner: Several gen- 
eral practitioners helped me figure an average 
monthly income based on average charges in our 
community. They estimated a busy general practi- 
tioner to average thirty patients a day or 600 office 
visits a month at $3 each, four surgical assists at 
$25 each, four minor surgeries at $50 each, and 
six deliveries at $100 each. This totals up to $2,700 
gross income per month, which was felt to be 
nearer a maximum than an average monthly income 
for a general practitioner who received no income 
from major surgical fees. A general surgeon’s in- 
come, as estimated on sixteen majors at $250 each 
and four minors at $50 each per month, together 
with $500 income per month from office practice, 
totals $4,700 per month. This shows a difference in 
income of $2,000 per month. Translated into terms 
of lifetime practices of thirty years for a surgeon 
and thirty-five years for a general practitioner (al- 
lowing for five years additional training time for the 
surgeon) totals $558,000 difference in lifetime in- 
come. 

I am wondering how many general surgeons will 
stand forth and say that they believe the lifetime 
work of a general surgeon is worth a half million 
dollars more than that of a general practitioner. 
This point needs to be emphasized and made 
crystal clear. As long as such a stupendous differ- 
ence of potential income exists between surgeons 
and nonsurgeons, there is going to be fee-splitting 
and ghost surgery. Any crusade to abolish these 
two evils that does not have for its first order of 
business suggestions for reducing this financial 
disparity not only is doomed to certain eventual 
failure but lacks any concrete evidence of public 
altruism. Unfortunately, this basic cause of the 
problem has scarcely been mentioned. It is thus 
inevitable that general practitioners fear we are 
hiding a large amount of financial self-interest under 
a front of public solicitousness. 


Public Educated to Higher Surgical Fees 


In the first part of this century, surgeons were 
to medicine what the trail-blazing pioneers of the 
wilderness were to the early American colonists. 


They were heroic and naturally highly-skilled 1,en 
who traveled uncharted and frequently very hos «ile 
trails. They had no accepted precedents and no 
textbooks for guidance. It is no wonder that the 
medical profession and the public became educaied 
to the necessity of higher fees for surgical than for 
medical services. It does not require much stretch 
of the imagination to realize that the lot of today’s 
surgeon is vastly different. The indications, di- 
agnostic methods, and operative techniques of gen- 
eral surgical diseases are as standardized, available, 
and well known as for any other branch of medicine. 
A surgeon who has the proper temperament and 
natural ability for surgery, as well as the organized 
training available, rarely works under more pres- 
sure or tension than do most doctors in nonsurgical 
specialties. It is a pretty safe bet that the surgeon 
who constantly feels under an undue amount of 
strain and tension either is lacking in experience or 
is in the unfortunate position of having chosen 
the wrong specialty. Chances are great that he 
would have been better off in a nonsurgical spe- 
cialty. 

The dissemination of surgical information today 
by means of journals, surgical meetings, refresher 
courses, etc., is such that the alert general practi- 
tioner has the opportunity to be infinitely better 
informed surgically, both actually and compara- 
tively, than was the average general surgeon of 
twenty to twenty-five years ago. With these facts 
in mind, it seems that in the field of general medical 
care there is too great a financial disparity between 
the surgeon and the nonsurgeon. I am firmly con- 
vinced that when a family doctor gets up at night, 
diagnoses an acute appendix, sells the family on the 
proposed plan of action, arranges for a hospital 
bed, accepts the responsibility of choosing a sur- 
geon, assists in the operation, shares in the post- 
operative care, as the family will rightfully insist, 
all for $25 to $35, he is underpaid. Why, he would 
get that much for a half-hour’s assist on some other 
doctor’s patient without contributing any other 
responsibility or service whatsoever! Likewise, it 
goes without saying that I feel that the surgeon 
who receives $150 to $250 for doing such an ap- 
pendectomy plus a few hospital postoperative calls 
is very much overpaid. There is a_ satisfactory, 
ethical, and workable compromise for this problem 
which serves in many communities and which will 
be elaborated later in this article. 

It should be further noted here that in terms of 
amount of time spent, the surgeon certainly has a 
much shorter daily working schedule than does the 
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general practitioner. He also has a considerably 
greater proportionate net income. Inasmuch as 
most of us know surgeons who regularly average 
up to sixty major operations a month without ap- 
parent undue physical or mental strain, and with a 
corresponding astronomical lifetime income figure, 
the validity of this average surgeon’s income esti- 
mate cannot be seriously questioned. Undoubtedly 
some will say that there are many general surgeons 
who do not average four major operations a week. 
That is completely true, and serves to introduce a 
second important surgical fact of life which is also 
related, though in a more indirect fashion, to re- 
lationships with general practitioners. 

A recent questionnaire survey indicates that of 
surgeons who have been in private practice four to 
five years after completing three to eight years of 
approved residency training, only about 20 per 
cent are doing more than 200 major operations 
annually (four a week) and that 36 per cent are 
actually doing fewer than one hundred majors 
annually. Most of these surgeons are members or 
potential members of the American Board of Sur- 
gery and so have pledged themselves to limit their 
practice strictly to surgery. Now if a few surgeons 
are regularly doing sixty major operations a month, 
or 600 to 700 majors annually, and many surgeons 
are doing more than 400 majors annually, what are 
these young Board diplomate surgeons who do fewer 
than one hundred major operations annually do- 
ing with the rest of their time? Certainly there is no 
physically fit young surgeon who wouldn’t like to 
do at least 200 major operations annually, yet there 
are obviously thousands of them throughout the 
country who aren’t even doing half that much. 

Seventy-one per cent of these young surgeons 
who were questionnaired stated that they did not 
have satisfactory charity or teaching hospital con- 
nections, and 34 per cent had no charity or teach- 
ing hospital appointments. Obviously their extra 
time cannot be accounted for on a basis of teaching 
or care of charity patients. Of course they may, 
without jeopardizing their surgical standing, spend 
their extra time at playing golf, building houses, 
raising cattle, etc. It does seem illogical though, in 
this age of recognized doctor shortage, that a young 
surgeon who does one hundred majors a year 
stands to forfeit his surgical specialty standing by 
utilizing the remainder of his time in a general 
practice, especially since his confrere who likewise 
does one hundred operations annually can spend 
the rest of his time doing research, racing cars, 
golfing, ranching, etc., without any question raised 
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“Most young surgeons spend their spare time in 
playing golf, raising cattle, or building houses.” 


whatsoever about his eligibility for Board or College 
membership. 

It certainly is the height of poor logic to single 
out general practice as the only thing a specialist 
must not do with his extra time while waiting to 
become satisfactorily busy in his chosen specialty. 
The fact is, and this will be categorically refuted or 
evaded by 95 per cent of surgical spokesmen, that 
the above-mentioned surgical societies have failed 
to recognize that the only valid and logical reason 
for requiring 100 per cent specialty practice was to 
separate the pseudo from the bona fide specialists 
during the development years of the various spe- 
cialties. Now that the training programs in surgical 
specialties are well organized and delineated and 
the medical profession in general has learned to 
differentiate between competent and incompetent 
specialists, the need for this requirement has ceased 
to exist. 

Some very timely observations on this subject 
were printed on the President’s Page in the Journal 
of the American Medical Association in 1952 by no 
less a person than the president of the A.M.A. It is, 
of course, true that most specialists voluntarily 
limit their practice to their specialty because it en- 
courages referrals. This is not always true, however, 
in the smaller towns, and since such a restriction 
tends to keep well-trained specialists out of these 
areas where the greatest need presently exists, as 
well as to keep many young specialists unneces- 
sarily idle, serious study should be given to the 
abolishing of this enforced restriction. 
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Since the scope of general surgery is gradually, 
but apparently surely, being narrowed down to 
abdominal or gastrointestinal surgery, it seems logi- 
cal to ask why we, in contrast to practically all the 
other surgical specialties, do not have the right to 
treat the medical as well as the surgical diseases of 
our particular physiologic system. The American 
College of Surgeons and various surgical specialty 
boards are comprised of otolaryngologists, ortho- 
pods, urologists, ophthalmologists, gynecologists, 
and others who care for the medical as well as the 
surgical diseases of their respective systems. Why 
should a general surgeon be ineligible, theoretically 
at least, for College or Board membership because 
he openly diagnoses and treats the medical diseases 
of the gastrointestinal system? Is it not possible 
that our policy planners have failed to keep abreast 
of the diminishing scope of general surgery and 
its changing relationship to the other specialties? 
Unfortunately, surgical leaders have not demon- 
strated themselves to be amenable to much open- 
minded discussion along such matters. Their atti- 
tude toward would-be constructive critics is largely 
that of “this is our society and this is the way it is 
run—if you don’t like it, we invite you not to join.” 


Surgery Now an Overcrowded Specialty 


The third fact of life about general surgery is that 


the specialty has lost so much of its scope to sub- 
specialties and has continued training such a large 
number of surgeons that it is now a greatly over- 
crowded specialty. Its only possible source of ex- 
pansion at present is in the direction of that portion 
of the field now occupied by the general practi- 
tioner. Is it heresy for a surgeon to surmise that 
this current campaign against general practitioner 
surgery is in part due to the overcrowded and belt- 
tightening situation within the general surgery 
specialty domain? 

As we all know, a tremendous gap presently 
exists between the general surgeon and the general 
practitioner. In the large cities the general practi- 
tioners are at the tail end of a long and losing battle 
with the surgical specialties, which was spear- 
headed mainly by the general surgeons. A com- 
pletely different situation exists in towns of 100,000 
or less. Here the general practitioners are in the 
majority, are organized, and will remain a potent 
factor in the surgical practice of the community for 
long years to come. In these towns where both 
surgeons and general practitioners do surgery it is 
significant that, in general, the surgeons have other 


surgeons for their assistants, and general practi- 
tioners are assisted by general practitioners. [n 
fact, in the previously mentioned survey, only 
about one out of ten young surgeons stated he did 
assist general practitioners with some surgery. 

Most of the replies stated or inferred that it was 
definitely against their principles to assist general 
practitioners on any surgery. The well-worn sur- 
geon’s axiom that “no one should open a belly who 
isn’t qualified to handle any surgical problem that 
may be present” is very much in evidence in con- 
nection with this school of thought. It is my 
opinion that such an axiom is so out-dated that it 
should cease to exist in any open-minded surgeon’s 
vocabulary. At this juncture I should interpose 
that I am unalterably opposed to untrained doctors 
doing unsupervised surgery. In the last quarter of a 
century, the general practitioners have written 
too many black and disgraceful pages in the records 
of incompetent and unnecessary surgery to be 
allowed to continue unchecked and unsupervised. 
Many apparently competent general practitioners 
who seem to sincerely consider themselves above 
reproach and to have only the very best interests of 
their patients at heart are guilty of dozens of un- 
necessary operations each year. 

For example, in practically any town where 
general practitioners are allowed to operate, the 
number of ovarian cysts and suspensions of the 
uterus scheduled by them in contrast to those 
scheduled by competent gynecologists speaks for 
itself. In my few years of practice I have personally 
encountered, as another specific example, a suffi- 


“In towns of 100,000 or less, the genera! prac- 
titioners are in the majority, are organized, and 
will remain a potent factor in the surgical prac- 
tice of the community for years to come.” 
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cient number of women, who, in their late teens or 
early twenties, had both ovaries removed at small 
town hospitals for such complaints as dysmenor- 
rhea or menorrhagia to make me forever condemn 
unsupervised or unrestricted general practitioner 
surgery. The fact that such lay articles as “The 
Rape of the Human Pelvis” can not only be pub- 
lished but be ringingly true, should be a strong in- 
centive for general practice organizations to be 
urgently about the business of setting their own 
surgical house in order. I strongly believe that 
there is a practical way for the general surgeon, 
gynecologist, and general practitioner to work to- 
gether for the satisfaction of each doctor and for the 
best welfare of the patient. To accomplish this a few 
fundamental principles as to what is the fundamen- 
tal difference between surgical and medical care of 
patients should be discussed. 

Surgery differs from medical practice in only two 
important respects—surgical judgment and manual 
dexterity. Surgical judgment can be further divided 
into diagnostic or elective preoperative judgment 
and operative judgment. The former differs in no 
significant respect from medical judgment. Most 
of us will agree that the diagnostic and therapeutic 
judgment of a competent internist is as important 
and difficult as elective surgical diagnostic judg- 
ment. On the other hand, perfection in operative 
surgical judgment requires a special type of ability 
—that of being able to think clearly and evaluate 
accurately in a limited amount of time and in the 
presence of operating room tension. In this way 
does surgical judgment call for a superior, or at 
least a different, type of ability and accuracy than 
is required by the average medical clinician. This 
type of surgical judgment can be arrived at only by 
years of specialized study, supervision, and experi- 
ence. No doctor without these years of preparation 
is capable of consistently correct surgical judgment. 
Consequently, no doctor is qualified to do inde- 
pendent major surgery who has not had sufficient 
training to develop mature surgical judgment. 

On the other hand, many doctors possess in- 
herently a high degree of manual dexterity which 
qualifies them without years of training to perform 
efficiently the mechanical aspects of routine sur- 
gical operations. In fact, only those who prejudicial- 
ly refuse to recognize this fact will deny that there 
are many general practitioners with no formal train- 
ing who can do the mechanical part of any given 
operation with more ease and smoothness than 
many highly trained surgeons. 

The main reason for the existence of this para- 
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doxical situation lies, of course, in the fact that the 
medical schools and residency training programs 
have completely neglected to evaluate each medical 
student’s surgical aptitude. This aptitude rating 
could be fairly easily determined with a brief history 
evaluation and mechanical aptitude test. Probably a 
psychologic test could also be worked out by quali- 
fied persons to help determine potential ability to 
develop operative surgical judgment. 

Medical students are selected largely on the basis 
of scholastic ability and no attention is paid to in- 
herent mechanical ability. Thus it becomes of ut- 
most importance that such a surgical aptitude 
rating be determined for each student to help him 
choose between a surgical or a nonsurgical special- 
ty, and to help choose mechanically adept interns 
for surgical residencies. Not one of us needs to look 
farther than the operating rooms of our own hos- 
pitals to observe the results of the failure of medical 
schools to provide this service for their students. 

For instance, there was a nationally recognized 
professor of orthopedics about whom his senior 
resident, in all kindness and sincerity, said that he 
was an outstanding example of a doctor who with 
absolutely no natural surgical ability had reached 
the top of a surgical specialty. Just last year another 
orthopedic surgeon was bemoaning ‘to me the fact 
that over half the residents appointed to his service 
each year had no natural mechanical ability. I also 
remember a second-year urology resident whose 
senior resident didn’t dare trust him with an un- 
supervised circumcision. A senior E.N.T. resident 
with whom I worked depended almost entirely on 
his first-year residents for help with the mechanical 
aspects of routine E.N.T. operations. Medical 
schools need to wake up and give some study and 
planning to this practically untouched problem. 


Both Sides Must Compromise 


Now to return to the bridging of this gap between 
the general surgeon and the general practitioner. 
Unless both sides are willing to do some compromis- 
ing, these problems are not going to be solved and 
this gap is not going to be bridged. General sur- 
geons must realize that general practitioners in the 
smaller towns, as well as in some of the large cities, 
are not going to be forced out of the operating room 
as they have been in the majority of large cities. 
Rightly or wrongly, they are taking a strongly 
organized and winning stand against any attempt 
to relegate them back to what they refer to as the 
pill-pushing status of their large city colleagues. 


ie 
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The only way for us to greatly improve the total 
quality of surgery done at this level in our time is 
to work with them. A surgeon should be willing— 
and this will entail a change of attitude from the 
heads of residency training programs on down—to 
play the role of a supervisory assistant and accept 
an assistant’s fee on the simpler abdominal opera- 
tions. The general practitioner will then be willing 
to accept an assistant’s fee on the major operations. 
On the intermediate type of operations the charges 
can be adjusted according to the amount of service 
each man performs. The patient, of course, gets a 
separate and itemized statement from each doctor. 

This is not fee-splitting. In fact, this is the only 
way by which fee-splitting and ghost surgery are 
ever going to be abolished, or even substantially 
lessened. In a recent issue of Medical Economics, the 
details of such a plan were excellently outlined by 
A. Burgess Caldwell (a surgeon, who, like myself, 
thought it advisable to use a pseudonym when ad- 
vocating such a radical departure from the teachings 
of old-line surgical economic precepts). 

The fact remains that in my community, as in 
many, many other communities both smaller and 
larger, there are many Board and College surgeons 
who have worked with general practitioners along 
these principles for years with complete satisfaction 
on both sides. In such communities there is no fee- 
splitting problem because the incentive for such a 
practice has been abolished. Certainly this way 
offers a far better utilization of the available surgical 
judgment in any community than is now being 
accomplished by the cold war between surgeons 
and general practitioners. 

If a general practitioner has a competent surgeon 
helping him diagnose the case and decide on sur- 
gery and assist in the operation, the surgical judg- 
ment is there at hand whenever and however 
needed. Under such conditions of co-operation 
between surgeon and general practitioner, nothing 
is more obsolete than the previously mentioned 
axiom about “no doctor should open a belly unless 
he is completely qualified, etc.” If the general 
practitioner has an average amount of manual 
dexterity, he is as qualified to perform the mechani- 
cal part of the simpler abdominal surgery as is the 
average general surgeon. Accordingly, with the 
correct surgical technique, the surgical judgment 
diagnostically and at the operating table, and direct, 
individual payment to each doctor according to 
the services performed, the patient, the family doc- 
tor, and the surgeon each receives full and proper 
value for money paid for surgical care. The incentive 


for fee-splitting and for ghost surgery has vanis':cd, 

The part that the general practitioner must .|ay 
in this compromise is to be willing to accept the 
surgical judgment of the surgeon, both as to in« \ca- 
tion for operation and for surgical technique. Ii: my 
experience, this is no problem for the great :na- 
jority of general practitioners. Many general j):ac- 
titioners will, of course, with such supervision, 
develop sufficient surgical judgment to qualify for 
varying degrees of independent operating privilege. 
The mechanically inept general practitioner who 
wants to do surgery presents quite a problem. He 
has not had the advantage of years of practice to 
improve his dexterity as has the surgeon who may 
originally have been equally inept. Attempting to 
help such a doctor perform operations can be a 
very frustrating and unsatisfactory experience. 
Possibly when the medical schools get their surgical 
aptitude tests functioning we can also use them to 
classify the surgical aptitudes of practicing physi- 
cians. Maybe those who make low ratings would 
automatically be induced to give up trying to do 
surgery. The mechanically inept doctor would 
probably largely vanish from the ranks of both gen- 
eral practitioner surgeons and surgical specialists 
within a couple of decades after surgical aptitude 
ratings of medical students have been introduced. 


Summary 


1. Fee splitting, ghost surgery, and incompetent 
surgery will be abolished or materially lessened only 
by compromise between the surgeon and the gen- 
eral practitioner. This is not a compromise with . 
these evils, but is a realistic acceptance of the 
economic facts of life which supply the incentive 
for these regrettable practices. 

2. Further reduction of unnecessary surgery will 
probably be accomplished only by a better method 
of selection of medical students. 

3. Each medical student should receive a surgical 
aptitude rating to help him choose a suitable speci- 
alty and to help select mechanically adept doctors 
for surgical specialty residencies. 


In the public mind and among leaders of medical thought 
some insistent questions have been raised: Is surgery as 
sacrosanct as some have assumed? Is it worth what it 
costs? Has it been overemphasized? Is too much of it 
being done? Has the surgeon been kept too long on a 
pedestal, the conquering hero of the medical world? As 
a partial answer to these questions, GP is happy to 
present here this frankly partisan, yet fresh approach 
to a controversy that has been growing in intensity. 
—Publisher 
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What the Well-Equipped Doctor's Bag Is Carrying 


Down at the General Practice Department of the 
University of Tennessee, where they feel the con- 
tents of the physician’s bag reflect both his person- 
ality and his ability to meet emergencies on the 
home front, they’ve made out a specific listing of 
drugs and instruments that should be everyday 
passengers in the receptacle. Here it is: 


Instruments 
. Stethoscope 


. Sphyg 
Otose 
Thermometers (oral and rectal) 

Four 2cc. syringes with supply of 6 needles (size 20 to 26) 
Bayonet forceps 

Mosquito clamps 

Scalpel with #11 blade 

. Needle holder and vial of cat gut on needle 

. Bandage scissors 

. Applicators and tongue depressors 

. Tourniquet 

. Levine tube (or catheter) 

. Adhesive tape 

. Band-aids 

. Roller gauze, 2” 

. Gauze squares, 2x2 

. Cotton 

. Rubber gloves (2) 

. Lubricant 

. Alcohol 70% 


— 


hthal 


P 


PY 


- Morphine sulfate, % grain hypo tab. 
. Demerol 30cc. vial 
. Codeine sulfate, one grain, hypo tab. 
. Seconal Caps. 1/2 grains 
. Nembutal Caps. 1% grains 
. Phenobarbital tab. 2 grain 
. Sod. phenobarbital 2cc. amp. 
. Cedilanid 4cc. amp. 
. Digitoxin 0.2 mg. tab. 
. 50% Glucose—5O0cc. amp. 
. Sterile water—30cc. vial 
. Atropine sulfate 1/150 grain, hypo tab. 
- Quinidine sulfate, 5 grain tab. 
- Mercuhydrin 2cc. amp. 
- Aminophylline 10cc. amp. 
. Epinephrine (aqueous) Icc. amp. 
- Epinephrine (in oil) 1cc. amp. 
- Ergotamine tartrate Icc. amp. 
Pitocin lec. amp. 
20. Methergine 1cc. amp. 
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21. Nitroglycerine 1/150 grain, hypo tab. 
22. Pearl of Amy! nitrite 

23. Syrup of Ipecac 

24. Calcium gluconate (10%) 10cc. amp. 
25. Caffeine sodium benzoate 2cc. amp. 
26. Pontocaine or Butyn sol. with dropper 
27. Ephedrine sulfate sol. (1%) with dropper 
28. Procaine (2%) 30cc. vial 

29. Sulfadiazine or Gantrisin tab., 0.5 Gm. 
30. Triple sulfa tab. and susp., 0.5 Gm. 
31. Procaine penicillin, 10cc. viai 

32. Streptomycin, 10cc. vial 

33. Aspirin tab. 1% grains 

34. APC tab. 

35. Donnatal tab. or elix. 


The University feels that a compartmented bag 
is far superior to the undivided “throw-in” type 
since it enables the physician to arrange equipment 
and medicines in orderly fashion and facilitates 
ease and speed in finding what’s wanted. And it’s 
easier and less time-consuming for his nurse to 
check, clean, and replenish. 

For medical students making home visits as part 
of the Family Care Program of the University’s Gen- 
eral Practice Department, such a fully equipped 
physician’s bag is kept available at all times. The 
students pick it up in the Emergency Room or 
in the General Practice Laboratory before they set 
out on their call. They find it contains just about 
everything needed for the average visit. 
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Trends and Events in the Nation's Capital 


President’s Health Program Bogs Down. 


PRESIDENT EISENHOWER’S auspicious national health 
program, which he outlined in a special message to 
Congress last January, is making slow headway. 
Public hearings have been held on his proposals but 
as of this writing it would appear that no more than 
one of them has better than a 50-50 chance of final 
approval. That one is the bill to broaden the scope 
of the Hill-Burton hospital construction law. 

As had been expected, the Administration plan 
that has proved most controversial is HR 8356, es- 
tablishing a Federal reinsurance fund with the aim 
of liberalizing voluntary health insurance contracts. 
Mrs. Oveta Culp Hobby, Secretary of Health, Edu- 
cation and Welfare, made a strong appeal for enact- 
ment at hearings before the House Commerce Com- 
mittee. But a spokesman for the U.S. Chamber of 
Commerce opposed the scheme as unnecessary 
and a possible forerunner of socialized medicine. 

Other planks in the Administration’s national 
health platform are in various stages of Congres- 
sional study. Principal ones are bills to streamline 
the system of allocating public health grants to the 
states and to increase government financial support 
of medical rehabilitation. More restrictive in their 
application are White House proposals to place 
government medical care of servicemen’s depend- 
ents on a more systematic footing and to make con- 
tributions to voluntary health insurance coverage 
for Federal employes. 

Time is growing shert for all of these plans, with 
Congress striving for an early adjournment to per- 
mit House and Senate members to start their re- 
election campaigns. Another formidable obstacle is 
reluctance to enact any substantive legislation that 
will take money out of the Treasury, particularly at 
a time when tax revenues are being cut. Even the 
Hill-Burton hospital expansion bill may find itself 


enacted into law but rendered impotent by refusal 
of Congress to appropriate sufficient funds to effect 
a start. 


Veterans’ Hospital Care Debated 


The sensitive question of veterans’ hospitaliza- 
tion and medical care for nonservice-connected 
cases presents a similar situation. In this instance, 
the House Veterans Committee has formally re- 
jected a demand by American Medical Association 
that benefits for these patients be reduced. Quite 
conceivably, however, the objective may be attained 
through retrenchment on the part of leaders of the 
economy bloc on Capitol Hill, who have indicated a 
sympathetic attitude toward arguments that sub- 
stantial savings could be made by tightening the 
rules on hospitalization of veterans having non- 
service-connected disabilities. 

A resolution adopted by the House Veterans 
Committee urges that a fair trial be given the system 
introduced recently by VA, whereby nonservice- 
connected applicants for hospitalization are re- 
quired to fill out a questionnaire dealing with their 
economic status. Formerly, in order to gain admit- 
tance, they had only to certify that they were finan- 
cially unable to pay for medical and hospital care. 

The resolution concludes: 

‘Resolved, that the Committee approves the 
present unlimited hospitalization of service-con- 
nected veterans, and be it further resolved that the 
Committee on Veterans’ Affairs urges the coopera- 
tion of all veterans’ groups and all other parties 
interested in medical care for veterans that the new 
admission policy be given a fair trial and period of 
operation before any final conclusion is reached on 
its workability or feasibility. 

“Be it further resolved, that no legislation be con- 
sidered on this subject until the effect of the new 
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policy has been determined, and be it further re- 
solved, that the Committee approves the continued 
hospitalization of nonservice-connected neuropsy- 
chiatric and tubercular veterans. 

“Be it further resolved, that the Committee ap- 
proves the continued hospitalization of other groups 
of nonservice-connected veterans where beds are 
available and the veteran does not have the ability to 
pay for private hospitalization.” 


FDA Takes Out After Pseudo “Cures” 


Within a 10-day period, in opposite sections of 
the country, the Food and Drug Administration 
scored two important court victories in its con- 
tinuing campaign to curb the selling and use of 
worthless “‘cure” devices. 

First, a Federal Court in San Francisco granted 


Modification of Flying Requirements Urged 


A speaker at the recent annual meeting in Wash- 
ington of Aero Medical Association recommended 
that physical requirements for obtaining a private 
pilot’s license be modified so that persons affected 
with certain chronic conditions would no longer be 
disqualified. He was Dr. Thomas A. Coates, of 
St. Louis. 

He noted that persons, for example, having 
diabetes or rheumatic heart disease are barred from 
a flying license, yet they may operate an auto in 
highway traffic conditions which are far more dan- 
gerous than those aloft. 

“Let us not condemn these physically imperfect 
individuals to the greater danger of the highways, 
but let us offer them the greater safety of the air- 
ways,” said Dr. Coates. 


an injunction to stop interstate shipment of sundry 
machines marketed by the “Electronic Medical 
Foundation” of San Francisco. Then, in Portland, 
Me., a Federal judge similarly granted FDA’s re- 
quest for an injunction against “Wilhelm Reich 
Foundation.” Both organizations were engaged in 
sales of devices which purportedly were effective in 
treatment of cancer, mastoiditis and other diseases. 

Commissioner Charles W. Crawford of FDA 
praised action of the courts. He said: “Irreparable 
harm may result to persons who abandon or post- 
pone rational medical treatment while pinning their 
faith on worthless devices such as these.” 


Charles W. Crawford 
FDA Commissioner 
spearheads 

campaign against 
worthless cure devices. 


Many of the great art masters of the world—Rembrandt, Goya, 
Daumier, Vesalius, Toulouse-Lautrec—selected occasional medical 
subjects for their brushes. A unique collection of such medical art, 
called “‘Ars Medica or The Healing Arts” has been shown this spring 
at medical colleges and hospitals across the country. The eighty-five 
prints, depicting the practice of medicine over the centuries, was 
assembled by the Philadelphia Museum of Art with the assistance of ‘ 
Smith, Kline & French Laboratories. 7 
Said to be the first show of this kind, the collection is displayed in 
fifteen panels and includes such famous prints as the Vesalius ‘Ninth 
Plate of Muscles”; Rembrandt’s “Portrait of Dr. Ephraim Bonus” ; 
 Bellini’s “Visit to the Plague Patient” ; Eakins’ original engraving of 
**The Gross Clinic”; Bosse’s engraving, ‘The Confinement”; Win- 
slow Homer’s Civil War portrayal of ‘Surgeon at Work During an 
Engagement”; Hogarth’s ‘The Company of Undertakers’; Tou- 
louse-Lautrec’s lithograph of the sick French premier Carnot. 
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Design and plan for Doctors’ Medical Center, Bellevue, 
Washington. Three small buildings are grouped around a 
central plaza and connected by covered walks. With 
frame construction and wood joists, the offices are laid 
out on an eight-foot module, making the use of cement- 
asbestos siding panels simple and economical. 


Medical Buildings Keep Pace with Times 
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Cire recently for top honors in design competition 
by Progressive Architecture, national architectural 
publication, is the new Bellevue, Washington, 
Medical Center, typical of a suitable structure for 
physicians in a small town. 

Geared for physicians planning group practice, 
the design consists of three small buildings grouped 
around a central plaza and connected by covered 
walks. It was designed for Alan Deutsch, a realtor, 
by Seattle architect Paul Hayden Kirk, a member 
of the Board of Directors of the American Institute 
of Architects. 

Provision is made for five doctors practicing indi- 
vidually, two groups of two doctors each, and a 
dentist. Each unit has complete privacy with sepa- 
rate reception room; and the central plaza, with its 
walks and lawns, provides a common area of restful 
beauty. With frame construction and wood joists, 
the offices are laid out on an eight-foot module, 
making the use of cement-asbestos siding panels 
simple and economical. 

A second award-winning design is a doctor’s 
building suitable for the downtown area of a larger 


Design for the Doctors’ Medical Center at Houston, Texas. 
Primarily an office building, the first floor is given to shops 
and car entrances, the next three floors to ramp-connected 
open parking decks, with offices from the fifth floor up. 
Structure of the lower mass is of reinforced concrete; fire 
proofed steel is used in the office tower. 
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city. In Houston, Texas, two architectural firms 
combined to plan an extremely modern sixteen- 
story building, whose first floor is devoted to car 
entrances and shops. The next three floors embody 
a feature which will prove of immense convenience 
to the physicians, and, at the same time, endear 
them to their patients. All three floors are open 
parking decks connected by ramps. Such planning 
will enable the busy doctor to park his car close to 
his office and to reach it quickly when he must make 
a fast getaway. 

It will also solve the terrible parking headache 
for the patients, many of whom have come to feel 
that the parking situation alone necessitates their 
giving up the physician with a downtown location 
for one located in the suburbs. 

The physicians’ offices are located in the twelve- 
story tower of this ultramodern building construct- 
ed for a doctors’ group headed by Dr. Richard 
Leigh of Houston. The architectural firms con- 
cerned were Goleman & Rolfe, and Skidmore, Ow- 
ings & Merrill, both of Houston. 

According to Progressive Architecture, sponsor of 
the competition, these top honor designs in the 
contest exemplify two current trends in office plan- 
ning for medical care. One is the growing tendency 
for medical men to gather in clinics or medical cen- 
ters so they can pool some of the expensive plant 
and equipment costs. Such structures as those in 
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Bellevue and Houston illustrate this. The other is 
the trend for hospital planning to be co-ordinated 
in a regional sense—and here top honors went to 
the proposed Whitesburg Memorial Hospital in 
Whitesburg, Kentucky, which, in addition to pro- 
viding customary hospital functions, will also serve 
as an efficient supply terminal for the other elements 
in the United Mine Workers hospital program now 
under construction. 

Plans for the first new medical school to be estab- 
lished in New York City since 1898 also took an 
award citation. The design is for the proposed 
Albert Einstein College of Medicine in the Bronx, 
which will be the initial unit of a $25,000,000 
Yeshiva Medical Center, to include eventually col- 
leges of dentistry, nursing and public health, a 
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COLLABORATION 


Have a baby? Read HOW TO GET FATHER TO 
HELP.—Blurb on the cover of My Baby Maga- 
zine. 


GHOST SURGERY 


Mrs. FLANK underwent surgery Wednesday in 
the Woodlawn Cemetery.—Wabash (Ind.) 
Plain Dealer. 


LIKE WITCHES 


Anyone failing to comply with this regulation 
will be burnt to death or discharged from the 
staff.—Fire emergency instructions to nurses 
in Concord, Australia, hospital. 


TREATMENT 


SCHOOL BD. TO ACT ON MOM’S SIT- 
DOWN—Chicago Daily News 


cian’s office, interesting work and g d 
working conditions.—Ottawa (Ont.) Citizen. 
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Aunts in the Printers’ Plants 


Wantep—Capable typist required for physi- _ 


graduate school, and a professional building for 
faculty. 

The Progressive Architecture competition is the 
only national architectural competition based on 
designs in progress rather than on completed 
buildings. More than 600 designs were submitted 
by the country’s leading architects, with top over-all 
award going to the Boston Back Bay Center Pro- 
ject, a $75,000,000 plan for the redevelopment 
of an entire section of Boston. 

All awards in the health category took into con- 
sideration evolving standards in society and tech- 
nology. They encompass changing family habits, 
more leisure hours, greater mobility, availability of 
better health care, improved building materials, 
and better control of the environment. 


Preasé call and see my husband. It’s his head. 
He’s had it off and on all day today and yester- 
day, and today he’s sitting with it in his hands 
between his knees.—Received by a doctor, and 
released by Iowa State Board for Vocational 
Rehabilitation. 


HOW’S THAT AGAIN? 


Eruet MERMAN arrived at the Waldorf Towers 
for a party heaved by the Duke and Duchess 
of Windsor. Step-nesses’ floor Ethel was met 
perping off the elevator on their high-sonally 
by the Duke, who said ‘How do you feel?” — 
Greensberg (Pa.) Review. 
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Illegal Diathermy Machines Peril Defenses 


Do you own and are you operating an illegal 
diathermy machine? Or do you have a patient who 
is renting and using such a machine? 

If so, you are jamming this nation’s short wave 
communications and seriously threatening our 
national defense. 

The Federal Communications Commission esti- 
mates that there are 20,000 such machines now in 
use in this country, adding up to 35 per cent of all 
diathermy equipment now in operation and it is 
making intense and serious effort to find and dispose 
of them. 

An illegal diathermy machine is one that was 
manufactured before June 30, 1947, when the FCC 
first assigned specific frequencies on which the 
machines could operate. On that date, the FCC 
ruled that operation of medical diathermy equip- 
ment not type-approved, certified, or licensed in 
accordance with provisions of the commission was 
illegal, and operators of such equipment were to be 
subject to penalties prescribed by the Communica- 
tions Act of 1934, as amended. However, to enable 
owners of existing equipment to amortize their 
investments, the commission gave owners and users 
of equipment manufactured and assembled before 
July 1, 1947, a total of six years, until June 30, 
1953, within which to comply. Despite this generous 
time allotment, there are still enough illegal ma- 
chines in use to do more than soothe pain. A 
diathermy machine is, in effect, a radio transmitter 
which can cause interference hundreds of miles 
from the point where the machine is being oper- 
ated. One of the most important safety uses of radio 
is in air travel. It’s important for direct communica- 
tion between planes, between air and ground, and as 
an important navigational aid, especially when 
visibility is limited. Radiation from illegal dia- 
thermy equipment can result in plane crashes. 
And, because of spurious radiations, interference 
can be caused on frequencies far removed from the 
one on which the diathermy equipment is operat- 
ing. It can, to quote William J. McDonnell, director 
of the FCC’s central states area: 

1. Foul up instrument landing signals, causing 
an airliner to crash. 

2. Block a nearby radar screen used by airports 
to prevent midair collisions. 

3. Throw a radio-controlled guided missile—like 
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the Army’s new NIKE—off its course and even 
bring it homing into the machine itself. 

4. Interfere with police radio calls and other 
short-wave communications for hundreds of miles 
around. 

5. In the event of air attack, provide a radio beam 
for enemy bombers to ride to their target. 

Most of the illegal diathermy equipment is be- 
lieved to be owned by doctors and others who are 
either unaware they are violating the law, or don’t 
appreciate the compelling reasons behind the com- 
mission’s rules. Many such owners apparently think 
their machines interfere only with local radio or 
television reception. If they don’t receive local 
complaints about it, they feel there’s no need to 
worry. 

The owner or operator of a medical diathermy 
machine which does not comply with the com- 
mission’s rules should do one of the following 
things: 

1. Obtain a machine which has been type- 
approved by the commission and which bears a 
type approval number. A certificate of type approval 
means that the commission’s engineers have tested 
a prototype of the machine and found it complies 
with requirements. Type approval is not an absolute 
guarantee that the machine will not cause inter- 
ference, but it does indicate that, under normal 
conditions of installation and operation, it won’t 
do so. 

2. Have a competent engineer certify that the 
machine is capable of operating in accordance 
with the commission’s rules. Such certification must 
be accomplished in the manner specifically described 
in Part 18 of the commission’s rules. However, 
owners of older diathermy machines are cautioned 
that certification of such machines will usually re- 
quire extensive modification or shielding by a 
skilled engineer, as well as the use of special field 
intensity equipment, and the rules also require that 
certification be renewed every three years. So in 
many cases the certification process may prove more 
costly than the purchase of a new type-approved 
machine. 

Violators will no longer be let off with a warning. 
They face fines of up to $10,000, and two years in 
prison, if cease and desist orders or injunctions 
from the courts do not bring desired results. 
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The Medical Profession and Public Health Problems 


PRoLonceD sickness is the most potent cause of pov- 
erty. And, although “‘massive” doses of social legis- 
lation are fraught with great danger. the medical 
profession cannot solve today’s public health prob- 
lems by ignoring them. It is important that medi- 
cine keep pace with progressive changes in the social 
and economic order. These were some of the points 
made by Dr. Chester Scott Keefer, Special Assistant 
to the Secretary for Health and Medical Affairs, in 
a recent talk before the New York Academy of Medi- 
cine, in which he explored the relation of medicine 
and medical care to the many social problems with 
which the American people must now deal. The 
complex roles and interrelationships of many dif- 
ferent groups of health personnel, institutions, and 
agencies in promoting the health and welfare of the 
people of the United States require immense and 
concentrated study, Dr. Keefer stressed. 

Public health activities developed when special- 
ists in sanitary engineering, bacteriology, immunol- 
ogy, and epidemiology joined forces with the medical 
profession to attack successfully and conquer com- 
municable diseases like cholera, smallpox, yellow 
fever, and typhoid fever—diseases that threatened 
both the individual and the community, explained 
Dr. Keefer. In those days interrelationships between 
the medical profession and public health authori- 
ties were close and relatively simple. 

“The noninfectious chronic diseases which now 
constitute our greatest challenge in the field of pub- 
lic health present far more difficult problems and de- 
mand more complex action,” declared Dr. Keefer. 


“Prolonged illness is the most potent cause of poverty.” 


**They are usually obscure in origin and undramatic 
in onset and in response to treatment. They require 
long-term, expensive medical care, and very often 
this care needs to be supplemented by retraining and 
rehabilitation to a new occupation or pattern of liv- 
ing. These conditions almost inevitably bring in 
their train serious social and economic problems for 
the patient, his family, his employer, and his com- 
munity. Prolonged sickness is, therefore, the most 
potent cause of poverty. 

**To parallel our success in reducing the prev- 
alence and severity of communicable diseases we 
must fight chronic illness on at least five fronts. (1) 
We need to develop new knowledge and techniques 
for identification of chronic diseases in their early 
stages. (2) We must discover, and, if possible, eradi- 
cate the now obscure causes of such conditions as 
hypertension, arteriosclerosis, and nervous disor- 
ders. (3) We must assure the accessibility and avail- 
ability of well-trained personnel and well-equipped 
hospitals and related institutions to provide ade- 
quate preventive, therapeutic, and_ rehabilitative 
services. (4) We must increase public awareness of 
the importance of health services to prevent, diag- 
nose, and treat incipient disorders. (5) We must 
stimulate public willingness and ability to finance 
the research, training, and public and private health 
and welfare services required for prevention, case- 
finding, and treatment of patients who can be re- 
stored to relatively good health, as well as for the 
long-term care of the convalescent and the infirm. 
This is a large order and an ambitious program for 
any community. It means, for example, assuring 
throughout the United States prompt and easy ac- 
cess to health services such as those which are 
available in the medical centers of New York, plus 
nationwide efforts to assure the utilization of those 
resources at a cost which the patient or his family 
can afford to pay. 

"We are all thankful that, in a country such as 
ours, this ambitious goal does not necessitate govern- 
ment edict or regimentation of any of the health pro- 
fessions. It will be achieved if, as and when people 
as individuals give as high a priority to freedom from 
debilitating chronic disorders as they gave to the 
conquest of typhoid fever and yellow fever. The goal, 
moreover, offers a satisfying and challenging role to 
all members of the health professions.” 
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“Long-term, expensive medical care often needs to be sup- 
plemented by retraining and rehabilitation to a new occu- 
pation or pattern of living.” 


U. S. Health Standards Should Improve 


Although the United States ranks high among the 
nations of the world in its health achievements, they 
are not so high as they should be when measured 
against our comparative national position in per 
capita income, Dr. Keefer explained. ‘‘Our top posi- 
tion in purchasing power and in material standards 
of living shows that we have the resources to assure 
foremost rank in all comparative measures of health 
status. Within the United States, however, varia- 
tions among states in infant and maternal mortality 
are sometimes greater than the differentials between 
the United States average and the averages of most 
countries of Western Europe and of Australia and 
New Zealand. Our main problem then seems to lie 
in the organization and distribution of health per- 
sonnel and other health resources and in the differ- 
entials among and within states and community 
groups in their ability to support and use health re- 
sources. In time our genius for organization and ad- 
ministration of industrial production to manufac- 
ture and distribute goods at prices which most fam- 
ilies can afford to pay will doubtless find a counter- 
part in equally efficient and economical distribution 
of health services. In time, also, the techniques of 
public education will be effectively applied in in- 
creasing the demand for preventive as well as cura- 
tive health services. It will be a long, slow process, 
we all know, but one well worth undertaking even 
on a piecemeal and experimental basis.”* 

Since data on private practitioners shows that 
medical students who come originally from small 
communities tend to establish their practice in such 
communities, Dr. Keefer feels that, to solve the 
problem of doctor distribution, greater efforts must 
be made to attract young people from rural areas to 
health professions, and then to make it possible for 


GP. May, 1954 


them to return to their homes to practice. To this 
end, answers must be found to financial problems; 
to the problem of increasing facilities for practicing 
good medicine in less populated areas through wider 
distribution of small hospitals and their affiliation 
with large medical centers; and systems of continu- 
ing education must be arranged so that rural and 
small-town practitioners may have periodic oppor- 
tunity for further study through postgraduate and 
refresher courses, and observation of the work of pro- 
fessional leaders in teaching hospitals and outpa- 
tient departments. 

In addition to these measures, Dr. Keefer urged 
greater efforts toward integration of health services 
to reduce duplication of services and costs, and to 
fill existing gaps in the services within each com- 
munity; greater emphasis upon the family as a unit 
rather than as a composite of individuals and dis- 
eases; and use of the family doctor as the center and 
co-ordinator of all community health services. 

‘Many of a family’s most severe and prolonged . 
costs of medical care can be forestalled by greater 
emphasis on prevention and by continuing health 
counseling on the part of the family physician,” said 
Dr. Keefer, adding that this task is aided by signifi- 
cant recent developments in preventive medicine 
and health education, such as mass screening tests, 
which are effective if carried out with the close co- 
operation of the medical profession and community 
health agencies. 

‘Private voluntary health insurance efforts pro- 
vide another significant means of meeting the costs 
of medical care,” stated the speaker. “These pro- 
grams must be extended in coverage and range of 
services, however, if they are to bring a high quality 
of medical care within the purchasing power of all 
families in the United States. They will also have to 


“There should be greater emphasis upon the family as the 
medical unit, and the family doctor should be the center 
and co-ordinator of all community health services." 
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provide opportunities for individual as well as group 
enrollment. They will have to place greater empha- 
sis on preventive and diagnostic services than is 
typical of most existing programs, and they must 
provide for inclusion of services by physicians, 
nurses, and rehabilitation teams in the home of the 
patient. Until these services are included, the load 
on hospital resources will be stretched to provide 
services for insured persons which might as well or 
better be furnished in an outpatient department, a 
doctor’s office, or the patient’s home. 


Chronic Iliness an Economic Problem 


‘Another unsolved problem in the expansion of 
voluntary health insurance is the large volume of 
existing chronic illness among the aged and infirm. 
To keep their costs within range of most subscrib- 
ers, many insurance programs find it necessary to 
exclude preexisting health defects and to refuse en- 
rollment of the higher age groups. With better in- 
tegration of public and private resources for this 
group of people, the quality and continuity of care 
can be improved, and, quite possibly, the total costs 
can be reduced. 

“Expansion and improvement of private volun- 
tary health insurance will go a long way toward re- 
ducing the future problems of meeting the costs of 
medical care for all groups in the population. One 
can cite the analogy in old-age and survivors insur- 
ance. When that program started, public assistance 
had to carry the major load of income maintenance 
for the needy aged, the widowed and the orphaned. 
As the insurance program expanded in coverage, as 
levels of benefits were improved, and as more and 
more people acquired benefit rights, the public as- 
sistance roles began to decline. Now, for example, 
old-age assistance rolls are declining at a rate of 
6,000 a month. On the other hand, the number of 
beneficiaries of old-age and survivors insurance is 
rising by 60,000 a month. 

‘Future improvement in the benefit structure of 
the OASI program and extension of coverage to ad- 
ditional groups of employed and self-employed peo- 
ple will continue this process. As benefit rights ac- 
crue for more and more people in the United States, 
they, too, will be contributing to the future economic 
security of their dependents and they, too, will be 
protected against the threat of a penniless old age. 

‘Consideration of these problems is in the fore- 
front of attention in Washington. Analysis of the 
role of the federal government in medical care and in 
aiding states and localities to provide health and wel- 


“Old-age assistance rolls are now declining at the rate of 
6000 a month, while the number of beneficiaries of old- 
age and survivors insurance is rising by 60,000 a month.’ 


fare services is in progress by many groups and agen- 
cies. Legislative proposals will be forthcoming, one 
can rest assured. Whatever the future may bring in 
specific federal, state, local or private programs to 
improve the health of the people of the United 
States, we can be sure that it will reflect public de- 
mand and, accordingly, the level of public knowl- 
edge of the need for that action. People in the United 
States are more health conscious and better informed 
on health subjects than ever before. . . . The social 
and economic problems of public health cannot be 
solved by any panacea or any program or group of 
programs. The individual citizen is individually re- 
sponsible for his own health by choosing his pattern 
of living, by intelligent use of available health re- 
sources, and by stimulating local provision and sup- 
port of the facilities and services he needs. As citi- 
zens we must all increase and apply our knowledge 
of sound personal health practice. As physicians. as 
guardians of the public health, and as informed in- 
dividuals we have the added responsibility of im- 
proving the health education of patients, neigh- 
bors, and all others with whom we come in contact. 


Future Outlook Hopeful 


**We know from past experience,” said Dr. Keefer, 
**that improvements in the medical care of the future 
can be achieved by more effective and more wide- 
spread application of existing knowledge of the cause 
and treatment of illness and of methods of distribut- 
ing the costs. We cannot rest content with existing 
knowledge, however, but must continue without 
cease to search for new and clearer understanding 


of public health problems. 
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‘First, we need to know more precisely than at 
present the volume and severity and types of illness 
in various age groups, occupational groups, income 
groups, and geographic areas. 

‘We must also learn more of the natural history 
of diseases and the influence of inheritance, nutri- 
tion, emotional and physical stress, and environ- 
mental factors on the cause and course of illness and 
the effectiveness of recovery. 

‘We need research in human motivations for the 
pursuit of health to give us clearer guidance than 
we now have in helping people to keep well and in 
aiding the disabled and infirm to make the most of 
their potentialities for self-care and self-support. 

‘We must also search for ways to improve our 
methods of casefinding, diagnosis, follow-up, treat- 
ment, rehabilitation, and reemployment of those who 
suffer from chronic illness or handicap. 

‘We must extend our knowledge of the best and 
most economical ways of caring for the aged and 
chronically ill, so that short-stay hospital treatment, 
when needed, can be supplemented and extended 
through home care or care in nursing or convales- 
cent homes. 

"Studies such as these will amplify our knowledge 
of the social and economic problems of public health 
and will improve our means of dealing with them. 
New knowledge acquired through medical research 
in laboratories, in clinics, and in hospitals will give 
us new and improved methods of treating individual 
patients. Effective communication and teamwork 
among research workers, practicing physicians, pub- 
lic health specialists and social scientists will, as in 


the past, open new and brighter horizons for the 
medicine of the future.” 

Dr. Keefer quoted the Colorado Springs Confer- 
ence on Preventive Medicine in Medical Schools as 
defining five levels of preventive medicine, as fol- 
lows: 

“The first is promotion of public health through 
health education, improvement of housing and other 
social and environmental conditions. The second is 
specific protection through immunization, prophy- 
laxis, and removal of health hazards. The third is 
early diagnosis and prompt treatment through case- 
finding and intensive therapy. The fourth is limita- 
tion of disability to interrupt the natural course of 
the condition or prevent death. The fifth is rehabili- 
tation to forestall complete disability and depend- 
ence and to help the patient make the maximum use 
of his remaining capacities. 

“In the past,” concluded Dr, Keefer, “public 
health practice has tended to concentrate on health 
education and environmental sanitation, while diag- 
nosis and therapy have been the chief concern of 
private practitioners and hospitals and clinics. Re- 
habilitation is a relatively new field of endeavor that 
offers increasing promise for the future, as evidenced 
by the extent to which it can reduce dependency and 
restore assistance recipients to the capacity for self- 
care and self-support. I am convinced that recogni- 
tion of the importance and essential interdependence 
of each of these stages of prevention cannot help but 
unite all health professions and community agencies 
in joint efforts and effective teamwork in meeting 
today’s and tomorrow’s problems of public health.” 


“Hey! Your sleeping draught!" 
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“V.A. hospitalization should be recommended to all vet- ~ 
eran patients presenting service-connected disabilities.” 


Can You Advise Your Veteran Patients? 


Wirth provisions for medical care for veterans under 
constant scrutiny by public, press, government and 
interested parties, and with changes frequently 
suggested for laws now governing veteran care, it 
is important that the family physician be in a 
position to advise patients on the possibility of 
their receiving needed medical care at a Veterans 
Hospital rather than at the doctor’s office or local 
hospital. 

The first fact to be established is whether or not 
the ailment under treatment is service-connected. 
This connection must be specifically established by 
the Veterans Administration and cannot be mere 
patient speculation. If the connection is established, 
the physician can then recommend V.A. care. 
When the patient knows he is entitled to V.A. 
treatment and still elects to stay under the care of 
his personal physician, the doctor is then morally 
justified in attending to him and charging for his 
services, according to “Suggestions For Physicians 
Handling Veterans Under Present Law,” a booklet 
by Russell B. Roth, M.D., of Erie, Pa. His sugges- 
tions were read by Dr. Norman R. Booher of 
Indianapolis at a recent meeting of the Joint Liaison 
Committee of the Indiana Department, American 
Legion, Indiana State Hospital Association, Indi- 
ana State Medical Association and Indiana State 
Dental Association. 

Where ihe illness is definitely not service con- 
nected, the doctor should show the veteran the 


P-10 form which must be made out for hospital a. - 
mission and explain that by law, the V.A. may nv: 
give out-patient care for non-service-connected |! - 
ness, and that for hospital admission, the patie:.: 
must complete a P-10 form. One question the for: 
demands is: “Are you financially able to pay neces- 
sary expenses of hospital or domiciliary care?” 
Since the patient probably won’t know what the 
necessary expenses of his illness may be, the 
doctor should assist him with estimates. In this 
connection, it is important to know what insurance 
coverage the veteran has. The doctor can approxi- 
mate for him what part of the total expenses will be 
met by his hospitalization policies, his medical- 
surgical expense policies, etc. By estimating then 
what personal expense will be left over, if any, and 
his ability to meet it, the patient will be able to give 
an honest answer to the question. 

According to Dr. Roth, the physician should 
have no hesitation in helping the patient clarify 
these matters since 

“1. The average stay in a V.A. hospital is nearly 
three times as long as the average stay in a volun- 
tary hospital. This is no reflection on the quality of 
V.A. care, but does reflect the difference in speed 
with which diagnostic studies are requested and 
carried out, consultations secured, and treatment 
accomplished. It may be of economic importance to 
know that for his particular problem he may be off 
the job five days on the one hand, and for two weeks 
on the other. The illusion of saving expenses may 
be dispelled and the patient may do far better on a 
private basis.” 

(Veterans hospital statistics may, however, be 
heavily weighted by long-term chronic and mental 
cases.) 

**2. Since only hospital care may be given for 
non-service-connected disability, such a patient is 
not entitled to follow-up, or continuing outpatient, 
or home care. If a major portion of his care is 
destined to be on this basis, he may see distinct ad- 
vantages in having one physician in continuous 
charge. 

**3. The patient may assume that his insurance 
coverage will provide payment in full to his private 
physician, whereas with the newer, more liberalized 
fee schedule now commonly in effect, this may be 
quite untrue. His doctor may be entirely willing to 
render the necessary care with no added cost above 
the insurance payment.” 

If the patient is really unable to meet the antici- 
pated costs of his illness, the doctor should explain 
to him that he may quite properly seek admission 
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to the V.A. Hospital, or he may be admitted to the 
local hospital on staff service. In either case, his 
care is being financed largely by tax monies and in 
neither case is he becoming an outright object of 
charity. 

The doctor should consider under what circum- 
stances his patient will be best served, and some 
thought should also be given to the burden placed 
upon the hospital. The ever-present bed shortage 
and the recurrent deficits experienced by local 
hospitals in providing patient care may dictate that 
a given case be directed to the V.A. rather than to a 
local hospital for ward care. With some exceptions, 
the ward care facilities of local hospitals are prob- 
ably best reserved for segments of the population 
ineligible for V.A. care. 

All veterans of the Spanish-American War are, 
by legislative decree, eligible for V.A. care for all 
disabilities, even though definitely not service con- 
nected. The doctor should explain this eligibility 
to all such patients. 

As Dr. Roth summarizes it: 

*V.A. hospitalization should be recommended to 
all veteran patients presenting service-connected 
disabilities, to all Spanish-American war veterans, 
and to those with non-service-connected disabilities 
who are clearly unable to meet the costs of private 
care. Exceptions should be made only in cases 
wherein the veteran, in full knowledge of his V.A. 


eligibility, prefers private medical care, and in those 
cases of non-service-connected disability wherein 
the veteran is eligible for free care in local hospitals 
under circumstances which suggest to the doctor 
that the patient will be better served in the civilian 
institution. 

“Under present law, the veteran is entitled to 
presumption of service connection during various 
periods of time following his discharge from service, 
the number of years allowed depending on the par- 
ticular disease or disability. In some cases his con- 
dition may be certified as service connected even 
if it appears as late as three years after his separa- 
tion, and a bill now in Congress would raise one 
limit to seven years. The assumption is that any 
disease or condition on the ‘presumptive list’ could 
be incurred in military service, then lie dormant or 
go undiagnosed for one, two, or in the case of tuber- 
culosis, three years.” 

Once a presumption of service connection is 
accepted by the government, the veteran usually is 
entitled to exactly the same considerations as one 
who was wounded in battle or whose condition de- 
veloped while he was in uniform. 

In addition to rating a top priority for full medi- 
cal care—hospital, out-patient, and home town— 
the veteran with a “service presumed condition”’ is 
also eligible for financial compensation if his dis- 
ability is found to be 10 per cent or more. 


A Practical Tip 
for Busy Doctors 


Booklet Aids Mastectomy Patients 33 
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“Reach To Recovery,” a booklet that will help 
women patients who have undergone radical mas- 
tectomy meet some of their resulting emotional and 
physical problems, is available at 1440 Broadway, 
New York City 18, New York. Inquiry for the book- 
let must come from recognized hospitals or from 
physicians. 

According to its publisher, the suggestions and 
exercises it contains have been worked out and 
tested by many women who have undergone the 
disheartening and serious experience of a breast 
operation. The pamphlet is stressed as a supple- 
ment to the physician’s instructions and the im- 
portance of obtaining his permission before 
attempting this or any other program for recovery 
is emphasized. 
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Che Practitioner’s Bookshelf 


Physiological Cardiology. By Arthur Ruskin, M.D. Pp. 370. 
Price, $8.00. Charles C Thomas, Springfield, Ill., 1953. 


This book is written well, in a clear and concise man- 
ner. Its style is particularly easy to follow. Any difficulty 
which may be encountered is due to the multiplicity of 
basic physiologic phenomena explained here, which, al- 
though admittedly fundamental, are yet intrinsically so 
encompassing as to lose all except trained physiologists. 

The volume covers pharmacology, biochemistry, 
biophysics, therapeutics (in terms of physiologic ef- 
fects), and functional manifestations of heart disease. 
Its major subdivisions include the origin and propaga- 
tion of the heartbeat, congestive heart failure, hyper- 
tensive cardiovascular syndromes, valvular heart disease, 
myocarditis and myocardoses, congenital heart disease, 
cor pulmonale, endocrine and metabolic syndromes, 
and functional cardiovascular disease. 

Without any doubt, this book covers completely all 
the physiologic mechanisms of heart disease. But, in this 
reviewer’s estimation, the monograph is definitely not 
intended for general practitioners. It is rather for candi- 
dates for special board examinations, or for individuals 
limiting themselves to cardiology. 

—A. E. Rirt, M.D. 


Resuscitation of the Newborn. By Joseph D. Russ, M.D. Pp. 
55. Price, $2.50. Charles C Thomas, Springfield, IIl., 
1953. 


This monograph is one of the “American Lecture 
Series” in anesthesiology. It is written with all the en- 
thusiasm one would expect of a writer who apparently 
knows whereof he speaks. The subject is simplified and 
condensed into five chapters covering definitions, 
etiologic factors, the resuscitation itself, aftereffects, and 
education. It concludes with an extensive bibliography. 

The chapter on etiologic factors is particularly in- 
teresting and serves to organize the reader’s thinking 
along these lines. He may not entirely agree with the 
statement that “*. . . the analgesics play a relatively minor 
role in the production of asphyxia”, but this reviewer 
had nothing but a hearty “amen” for all Dr. Russ had 
to say about Cesarean born babies. The meat of the 
entire monograph lies, of course, in the chapter on the 
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actual mechanics of resuscitation. It is extremely refresh- 
ing to see a practical approach where the writer recog- 
nizes that the doctor he is trying to instruct may have 
nothing with which to work except his head, his two 
hands, his own lungs, and a catheter. It boils down to a 
matter of getting the obstruction out and the oxygen in, 
but the details of accomplishing this are beautifully pre- 
sented. 

The chapter on the aftereffects of asphyxia leaves you 
with the feeling that someone should do more accurate 
long-term studies in an effort to establish, beyond doubt, 
the exact cause and effect relationship here. 

This is an instructive and valuable book and will 
lower the neonatal mortality rates if it reaches the right 
readers. —Kerrn Hammonp, M.D. 


Physiology of the Eye (Clinical Application). 2nd ed. By 
Francis Heed Adler, M.D. Pp. 734. Price, $13.00. The 
C.V. Mosby Company, St. Louis, 1953. 


This is a rather complete revision of Dr. Adler’s first 
edition of the same work. Included in this edition are 
many of the newer drugs, treatments, and concepts in 
ophthalmology. 

This is not a book written for the medical student or 
physician in general practice, but is one of the most 
valuable books published for physicians treating eye 
diseases. 

The book is well written and illustrated, and, in this 
reviewer’s opinion, is one of the most important text- 
books in ophthalmology. 

—ALBERT M. Lemons Jr., M.D. 


Rheumatic Disease. Diagnosis and Treatment. By Eugene F. 
Traut, M.D. Pp. 942. Price, $20.00. The C.V. Mosby 
Company, St. Louis, 1952. 


This book was prepared by the Committee on Publi- 
cations of the American Rheumatism Association. It is 
arranged to cover many fields of interest in rheumatic 
diseases and presents differences in points of view. 

Actually, the subject matter covered in this book is 
frequently written about. However, because of constant 
change in evaluation of treatment, and constant new 
work that pours into the hopper of medical opinion, it 
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is well worth while to review good new books on the 
subject. I consider this such a book. 

It is possible to renew acquaintance here with every- 
thing from biochemistry and histology to rehabilitation 
through physical methods. The reader can reacquaint 
himself with orthopedic surgery, psychogenic rheuma- 
tism, hormone therapy, and other important aspects of 
this subject. 


—ArTuHUR N. Jay, M.D. 


Eleven Blue Men. By Berton Roueché. Pp. 215. Price, $3.50. 
Little, Brown and Company, Boston, 1954. 


If anybody has any notion that the stuff of life—and 
death—is not more exciting than any mystery thriller 
ever written anyplace by anybody, let him quickly read 
this book and disabuse himself. 

The author is the highly literate New Yorker contrib- 
utor whose stories, “A Pig from Jersey” and ‘The 
Fog,” won the 1950 Lasker Foundation Award for 
medical reporting. The pig and the fog are both here, 
together with ten other lively and superb tales of 
mystery and high suspense, dealing with medical detec- 
tion. They’re all authentic accounts of events happening 
in or near New York City in the last ten years, and they 
range the medical gamut from gout to leprosy. 

“The Fog” is the story of the smog that smothered 
Donora, Pa., in October, 1948, felling half the town’s 
population, and killing twenty. The chemical nature of 
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those poisonous fumes has never been discovered and, 
in this sense, “The Fog” is the gripping tale of an 
unsolved crime. But the story carries real significance 
in a world in which industrial poisons may become 
Public Enemy Number One. 

All through this book, the heroes are doctors, medical 
inspectors, epidemiologists, or research scientists; the 
villains are germs, microbes, viruses, able to fell their 
victims because of ignorance or carelessness. 

We don’t see many epidemics in today’s world: And 
the average unthinking citizen takes preventive medicine 
for granted. For him, this book is an amazing revelation 
of the cordon sanitaire thrown about the modern urban 
community by public health forces. We take it as our 
birthright that diseases which formerly laid whole com- 
munities low shall never affect us, that our food and 
water will always be safe. But actually we live safely and 
at some length because of a protective shield of vigilance 
based on scientific advances set into law and enforced 
through alert health departments. And dramatic is their 
work! 

Let Mr. Roueché tell you about the drip from a third 
floor leaking pipe up in Washington Heights, and how 
the Department of Health picked up a typhoid fever 
trail in a hospital ward and backtracked to some 
luscious apples on a fruitstand two floors below the 
drip. 

And then travel around with the chief epidemiolo- 
gist of the Bureau of Preventable Diseases while he 
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traces a mighty severe case of trichinosis at Metropoli- 
tan Hospital to a “‘schlachtfest” at Yorkville, and thence 
to an amiable pig in a farmyard at Midvale, New Jersey. 
It’s wonderful reading, and thought-provoking, too. 

Dr. René J. Dubos of The Rockefeller Institute for 
Medical Research wrote of this book: ‘Mr. Roueché’s 
narratives have a significance which transcends their 
entertaining value and literary merit. To the general 
public, indeed, to much of the medical world, the hero 
in the conquest of disease is the healer at the bedside 
with his wonder drugs, or the virtuoso at the operating 
table. The most important medical achievements of our 
times, however, have been not in the treatment of the 
sick, but in the prevention of disease, through the 
theoretical and practical developments of public health 
policies.” 

(This reviewer took her asparagus soup this noon sans 
salt after tracking the Eleven Blue Men of the title to 
the salt shakers in the Bowery’s Eclipse Cafeteria. We 
know now that sodium nitrate looks like salt, blue is not 
our best color, and we’re too young and beautiful to die. 
Besides, Berton Roueché may write another book, and 
we want to be around!) 

—Rutu Q. Sun 


Hypertensive Diseases—Causes and Control. By Henry A. 
Schroeder, M.D. Pp. 610. Price, $10.00. Lea & Febiger, 
Philadelphia, 1953. 


From the first phrase of the preface it is clear that the 
author designed this book to be the frame for the birth 
announcement of what he considers his baby: ‘‘Hyphex 
therapy for hypertension.” There are those critics who 
will herald the announcement with a joy befitting such a 
long awaited nativity. There are others who will voice 
the fear that this is merely premature separation of the 
placenta and not a birth at all. 

Both types of critics in this field will have to admire 
the organization with which the author has marshalled 
his long experience. It has a rather complete introduc- 
tion in order to give the reader an insight to the philos- 
ophy which spurred this work. It then begins at the 
beginning with a fine review of the physiology of hyper- 
tensive vascular disease and a short chapter on defini- 
tions. This is a most valuable contribution in view of the 
confusion which has been introduced into this field by 
semantics alone. He then inserts a rather neat and suc- 
cinct historical morsel and continues again with more 
detailed discussion of etiologic factors, pathogenesis, 
and the biochemistry involved in clinical research in this 
field. The general practitioner will probably get the 
greatest satisfaction out of chapters 12 to 17 which 
discuss the effects of chronic hypertension, and the 
clinical types including worthwhile paragraphs on some 
of the lesser known types of hypertension. After a brief 
review of available diagnostic procedures, 170 pages 
are devoted to therapy, seventy of them to Hyphax. 
Lastly there is a valuable note on directions for research. 
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Binding, paper, print, index, and illustrations are 
good with very few exceptions (e.g., figure 48) where the 
lettering is too small. 

To be sure, many physicians would have liked Dr. 
Schroeder to present a more encyclopedic reference 
work with more generous documentation of the efforts 
of the many other investigators who have contributed to 
advances in our understanding of this most prevalent 
type of medical disease, but it is a firm principle that no 
author can be criticized for failure to go beyond his 
stated purpose. Dr. Schroeder states in certain terms 
that “this is not designed to be an all-inclusive com- 
pendium ... (but) ... a more personal one, an 
historical record of one pathway and one plan of at- 
tack.”” This he has done and done well. 

—GeorceE E. Scuremner, M.D. 


Autopsy Diagnosis of Congenitally Malformed Hearts. By 
Maurice Lev, M. D. Pp. 194. Price, $7.50. Charles C 
Thomas, Springfield, Ill., 1953. 


This book is written by a pathologist primarily as a 
guide for the recognition and dissection of congenitally 
malformed hearts. It presents, in an orderly fashion, 
following the course of the circulation, isolated malforma- 
tions; a section is then devoted to the more frequently 
encountered combinations of malformations. It is com- 
prehensive and includes an excellent index. Gross 
heart specimens are exceptionally difficult to photo- 
graph and numerous and beautiful illustrations are an 
outstanding feature, making of this book virtually a 
small atlas. For this reason, and since the bibliography 
includes practically every important reference on the 
subject of congenital malformations, many general 
practitioners may wish to acquire it because of the great 
current interest in these conditions. It is required 
reading for the pathologist and the student of cardiology. 

There are minor errors, undue emphasis on the fate 
of the bulbus cordis, scant attention to the subject of 
single ventricle, and the physiologic discussions might 
better have been omitted. This, however, is the work of 
a careful scholar and an enduring contribution to the 
literature of pathology.—Bernice G. Wepum, M.D. 


The Year Book of Drug Therapy (1953-1954 Year Book Series). 
Edited by Harry Beckman, M.D. Pp. 538. Price, $6.00. 
The Year Book Publishers, Inc., Chicago, 1954. 


Over 400 articles are abstracted from the medical 
literature in this edition. Most of the articles appeared 
between September, 1952, and May, 1953. As in pre- 
vious editions, sections are given over to the specialties : 
Allergy ; Cardiovascular; Dermatology ; Endocrinology ; 
Hematology; Internal Medicine; Neuropsychiatry; 
Obstetrics and Gynecology; Ophthalmology; E.N.T.; 
Pediatrics; Surgery; and Venereology. There is also a 
section on antibiotics and sulfonamides. Selections are 
good and abstracts succinct. As needs be, the editorial 


comment is critical or commendatory; it is always ap- 
propriate, 


GP e May, 1954 


Aeetobro 


Bromisovalum (Carbromal deriv.). Y gr. 
Ethyl Salicylate Carbonate 1 or. 


One of twelve Pediatabs, each with a 
distinctive color and flavor to please the 
eye and taste of childrén. 


Literature and Samples on Request 
THE COLUMBUS PHARMACAL CO. e 
COLUMBUS 15, OHIO 


for Little Folks 2 
2 
Pediatab No. 1 ‘ 
Analgesic -Sedatice 
| 


SYAY ON THE jon” 


BENEFITS IN 
MILD TO 
SEVERE HYPERTENSION 


> hypotensive effect—gradual, safe, distinctive. 
> pulse rate is slowed, easing strain on heart. 
> symptomatic improvement—often dramatic. 
> tranquility without drowsiness. 

> well tolerated for months. 

> dosage requires no critical adjustment. 


> postural hypotension not induced. 
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Refreshing stress is given articles reporting toxicity 
of even the common therapeutic agents. One would 
welcome comment on the anaphylactoid reactions some- 
times seen after penicillin; nephrotoxic potential of 
polymyxin and isoniazid; n-allylnormorphine as a 
respiratory depressant; and on the possible danger of 
cobalt administration. 

In spite of editorial chiding of any “routine treat- 
ment,” a single article discusses use of cortisone in 
“acute thyroiditis” and “subacute nonsuppurative 
thyroiditis” without further elucidation of specific use- 
fulness (or uselessness) in the various types of thyroid- 
itis. In the antibiotic section, the enthusiasm for 
erythromycin is perhaps somewhat ungoverned. Evalua- 
tion of the 6-mercaptopurines is wanting. 

The book is a good one and is especially useful for 
student, house officer, and busy practitioner who wants 
to “keep up with the literature.” 

—Robsert Guston, M.D. 


ALSO RECEIVED 


Although GP endeavors to publish as many reviews of books 
as possible, space will not permit the review of all books received 
from the publishers. 


Dizziness. By David D. Deweese, M.D. Pp. 80. Price, $2.75. 
Charles C Thomas, Springfield, Ill., 1953. 

The Doctors By André Soubiran. Pp. 441. Price, $3.95. 
G.P. Putnam’s Sons, New York, 1953. 

Fool's Haven. By C. C. Cawley. Pp. 210. Price, $2.75. The 
House of Edinboro, Boston, 1953. 

Into Manhood. By Roy E. Dickerson. Pp. 116. Price, $2.00. 
The Association Press, New York, 1954. 

No Trip Like This. By C. C. Cawley. Pp. 238. Price, $2.75. The 
House of Edinboro, Boston, 1951. 

Physiological Methods in Clinical Practice. By William 
S. Middleton, M.D. Pp. 40. Price, $1.00. Charles C 
Thomas, Springfield, Ill., 1953. 

The Pre-Adolescent Exceptional Child. (Proceedings of the 

35th conference of the Child Research Clinic.) Pp. 66. 

The Woods School, Langhorne, Pa., 1953. 
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On Thursday morning with the official handing of the gavel 
to the new president, Dr. William B. Hildebrand (left), 
retiring prexy, Dr. U. R. Bryner of Salt Lake City, 

extends warm congratulations to his successor. 


Total physician attendance of 2,853, the highest ever, 
was evidenced the first day when vacant chairs were few 
and far between for the opening of the scientific program 
in Public Auditorium. 


Dr. John R. Fowler of Barre, Mass., 

is the new president-elect of the A.A.G.P. He will be 
installed at next year's meeting in Los Angeles, 
succeeding Dr. William B. Hildebrand of Menasha, Wis. 


AAGP Sixth Annual 
Scientific Assembly 
Sets New Attendance Record 


“What a Meeting,’ the Consensus 
Of Assembly Guests in Cleveland 


A RECORD-BREAKING total registration of 5,817 spelled 
success for the A.A.G.P.’s Sixth Annual Scientific 
Assembly in Cleveland. Factors contributing to this 
triumph were the remarkably noteworthy scientific 
program, an outstanding array of scientific and 
technical exhibits, early and wise planning by Acad- 
emy officers and headquarters staff, and an alert 
hard-working local arrangements group. 


Academy Reports and News 

| 

| 


Presidents —Past, Present, and Next Year. Retiring President 
Bryner (left) congratulates the new president-elect, Dr. Fowler 
(center), while new President Hildebrand looks on. 


Making his annual report to the Congress of Delegates 

is Dr. Holland T. Jackson, treasurer of the Academy. He was 
re-elected to his third term as treasurer by the Board 

of Directors when they met following the close of the Assembly. 


Unanimously elected to new posts were Dr. John 
R. Fowler of Barre, Mass., president-elect; Dr. John 
R. Bender of Winston-Salem, N. C., vice-president ; 
and Dr. Joseph Lindner of Cincinnati, Dr. Arthur 
S. Haines of Pittsburgh, and Dr. Fred H. Simonton 


of Chickamauga, Ga., directors for three-year terms. 
Dr. J. S. DeTar and Dr. J. D. Murphy were unani- 
mously re-elected speaker and vice-speaker of the 


Congress of Delegates, respectively. 


In appreciation for a year of outstanding service to the 
Academy, Dr. Bryner (left) is presented the Past President's 
Key by Dr. Ivan C. Heron, chairman of the Board 
of Directors, at the Delegates’ Dinner. 


Members of the New Board for 1954. Seated in the front row (left to right) are Dr. Holland T. Jackson, treasurer of the Academy; 

Dr. U. R. Bryner, immediate past president; Dr. W. B. Hildebrand, the new president; Dr. lvan C. Heron, chairman 

o# the Board of Directors; and Mr. Mac F. Cahal, executive secretary. Second row (left to right) are Dr. E. |. Baumgartner, 

Dr. William Shaw, Dr. Malcom Phelps, Dr. John R. Fowler, president-elect; Dr. John R. Bender, the new vice-president of the Academy; 
Dr. William Sproul, and Dr. Cyrus Anderson. Third row (left to right) are Dr. Fred Simonton, Dr. Arthur S. Haines, 

and Dr. Joseph Lindner, all new directors, and Dr. J. S. DeTar, speaker of the Congress of Delegates. 
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Shown in their final session are members of the Board of Directors for 1953. Left to right are Dr. Murland Rigby, 
Dr. John R. Bender, Dr. William Sproul, Dr. W. B. Hildebrand, Dr. U. R. Bryner, Dr. Ivan C. Heron, Mr. Mac F. Cahal, Miss Helen Cobb, 
Dr. Holland T. Jackson, Dr. Cyrus Anderson, Dr. Malcom Phelps, Dr. William Shaw, and Dr. E. |. Baumgartner. 

At the inner table are Dr. John R. Fowler, left, and Dr. John S. DeTar, right. 


Dr. Ivan C. Heron of San Francisco was re-elected 
prior to the opening of the scientific program at noon that day. to the top post as chairman of the A.A.G.P. Board of Directors 


At 9:22 a.m. Monday, registration was well under way 


this year at the close of the Assembly. 


This reference committee, symbolic of the five hard-working 
reference committees which expedite the work of the Congress 
of Delegates, is on Reports of Officers and Committees. 

It is composed of Dr. Floyd Bratt (seated left to right), chairman; 
the stenographer, Dr. Ira L. Hancock, and Dr. Carroll B. 
Andrews. Standing (left to right) are Dr. T. E. Robinson 

and Dr. Fount Richardson. 


The expanding Mead Johnson General Practice Scholarship 
Award program enabled the A.A.G.P. committee, headed 

by Dr. Fred Humphrey, to announce the names of fifteen new 
winners this year. Five of those named by Dr. Humphrey 

at the Assembly will begin their residencies this July, along 

with the original five announced last year, and the other ten, 
who are medical school seniors, will take their residencies in 1955. 


* 


Planners of this year’s outstanding scientific program 

are these members of the Committee on Scientific Assembly. 
Seated, left to right, are Dr. John Mosher, the chairman; 

Dr. Andrew Tomb, the chairman for next year’s program; 
Dr. Merlin Newkirk, who was in charge of scientific exhibits 
this year; and Dr. Hugh H. Hussey, GP’s medical editor. 
Standing are Dr. T. E. Robinson and Dr. Francis P. Rhoades. 


An Assembly welcome. Greeting Sir Alexander and Lady 
Fleming at Cleveland Airport were Dr. and Mrs. Bryner 

and Dr. Herbert W. Salter, chairman of the Local Arrangements 
Committee. Shown left to right are Mrs. Bryner, Dr. Bryner, 

Sir Alexander, Lady Fleming, and Dr. Salter. 


A.M.A. President, 

Dr. E. J. McCormick, 
was the first speaker 
at the opening session 
of the scientific 
program. He urged 
more emphasis 

on general practice 
so patients would not 
“waste money 
traveling from one 
specialist to another.” 


Sir Alexander Fleming 
of London, England, 
one of the key 

speakers of the entire 
Assembly, spoke 

on the background 

of his discovery, penicil- 


_ lin. He wes awarded 


a medal end an 
honorary membership 
in the Academy 

for his contribution 
to medical science. 


The Flemings with 
their Academy host, 
Dr. U. R. Bryner. 


M & R Award 
presentation. Shown 
left to right are 

Dr. Hugh H. Hussey, 
GP's medical editor; 

Dr. Leon Hirsh 

of Cincinnati, one 

of the award recipients; 
Dr. Harold Tarrant, 
chairman of the 
committee, who 
presented the plaques 
and the two $1,000 
cash awards; Dr. Lyon 
Steine of Valley 
Stream, N. Y., 

the other winner; 

and Mr. Mac F. Cahal, 
publisher of GP. 


All in chorus. At the Delegates’ Dinner, those at the speakers’ 
table are giving their “all” to “God Bless America.” Left to 
right are Dr. Jackson, Dr. Bryner, Dr. DeTar, Dr. Murphy, 

Dr. Heron, Dr. Fowler, Dr. Hildebrand, and Dr. Bender. 


Speaker of the Congress 

of Delegates is Dr. J. S. DeTar 
of Milan, Mich., a man 

of endless energy who 
engineers the Congress’ 
business with speed and 
dispatch and a generous 
seasoning of humor. 


Vice-Speaker 

James D. Murphy 

of Ft. Worth, Tex. 

is a man of many talents 
as evidenced by his 
professional performance 
as master of ceremonies 


at the Delegates’ Dinner. 


Dignitaries at the head table of the Congress of Delegates’ 
Saturday session listen as Executive Secretary Mac F. Cahal 
makes his annual report. Left to right are Dr. lvan Heron, 

Miss Helen Cobb, Speaker J. S$. DeTar, Vice-Speaker J. D. Murphy, 
President U. R. Bryner, Dr. Holland T. Jackson, and President- 
elect W. B. Hildebrand. Mr. Cahal is at the lectern. 


A project urging every doctor's family to have a family doctor 
is being sponsored by the Academy as a living memorial to 
Dr. Merrill Shaw of Seattle, Wash., immediate past 
vice-president, who is critically ill with cancer. 


Getting a day's start on the order of business, these members 
of the Congress of Delegates are shown at their first session 
which ened Saturday afternoon in Hotel Cleveland. 


Receiving line dignitaries. Academy officers and their wives 
and Sir Alexander and Lady Fleming comprised the receiving 
line at the A.A.G.P.’s first President's Reception. Shown 

left to right are Dr. Bryner, Mrs. Bryner, Sir Alexander Fleming, 
Lady Fleming, Dr. Hildebrand, Mrs. Hildebrand, Dr. Fowler, 
Mrs. Fowler, Dr. Heron, Mrs. Heron, Dr. Jackson, 

and Mrs. Jackson. Dr. and Mrs. John R. Bender 

(not shown) were also in the line. 


Guests, including Dr. Robert Myers of Kansas City, Mo., one 

of the outstanding lecturers on the scientific program, are shown 
chatting during the evening's festivities. In the background 

is one of the many magnificent hors d'oeuvres tables. 


Early in the evening before the tempo of the dancing crowd 
picked up, a few members and their wives are shown 
dancing to the music of Jack Pollack and his orchestra. 


Edith Gordon, New York 
Metropolitan soprano, 
received hearty acclaim 
from guests for her per- 
formance at the reception. 
A winner of a Julliard 
School of Music scholar- 
ship, critics have given 
her outstanding notices 
for her operatic roles 

as well as her singing 
of popular 
Gershwin-type music. 


i vi 
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a The annual State Officers Conference was held in conjunction with the Officers Dinner. 


The wonders of the technical exhibits were viewed 
by thousands of Assembly visitors. 


Dr. Howard Rusk, world famous for his rehabilitation work 

is shown with participants in a live clinic, the first in Academy 
history, which he presented on stage at the time of his talk 

on Monday afternoon. Dr. Rusk, shown standing on the left, 
was voted an honorary membership in the A.A.G.P. 


Another “first” in Academy history was the Pathology Tissue 
Demonstration presented by University Hospitals 
and Institute of Pathology, and Cleveland Society of Pathologists. 


Shown left to right are Dr. John R. Fowler, Dr. W. B. Hildebrand, 
Dr. Stanley R. Truman, a past president of the A.A.G.P. 

who spoke on hospital relations; Dr. Earl McCallister, 

the conference chairman, Mr. John Bach, director of press relations 
of the A.M.A. who spoke on the doctor's public relations, 

Dr. U. R. Bryner, Dr. Ivan Heron, and Mr. Mac F. Cahal. 


i! 


A marvelous program for entertaining the ladies at the Assembiy 
was under the guidance of Mrs. Herbert W. Salter (let), 

chairman of the Ladies’ Entertainment Committee, 

and her vice-chairman, Mrs. George Lemon. 


710 ladies attended the luncheon-fashion show 
in the Carter Hotel. Bonwit-Teller presented the fashion show. 


Happy Landing! After being grounded on Thursday 
because of tornadic winds, the post-Assembly trip to Europe 
Foliowing the “‘Kaffeeklatsch” on Wednesday morning, left via Pan American Stratocruiser on Friday morning. 
Mrs. Dorothy Fuidheim held her audience's attention The other post-Assembly group was enroute 
with comments on the world and national picture. to Puerto Rico via Miami, Fla. 


At the meeting of the new Board of Directors, Dr. _ were registered. There were 798 technical exhib- 
Ivan Heron was re-elected board chairman and Dr. __itors, 154 scientific exhibitors, 907 guests, and 
Holland T. Jackson was re-elected treasurer. Dr. 1,105 ladies. 

Carleton Smith of Peoria, Ill. and Dr. Lindner were Program planning, under the chairmanship of 
named to the Commission on Education. Dr. Andrew S. Tomb of Victoria, Tex., is well un- 

That this was a meeting doctors didn’t want to der way for the Seventh Annual Assembly which 
miss is evidenced by the fact that 2,853 physicians __ will be held March 28-31, 1955 in Los Angeles. 
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old man's picking up 


Or course — the additional 
easily digestible protein in 
Knox Concentrated Gelatine 
Drink probably helps too! 


HOW TO ADMINISTER KNOX 
CONCENTRATED GELATINE DRINK 


Each envelope of Knox Gelatine 
contains 7 grams which the pa- 
tient is directed to pour into a 
% glass of orange juice, other 
fruit juices or water, not iced. 
Let. the liquid absorb the gela- 
tine, stir briskly, and drink at 
once. If it thickens, add more 
liquid and stir again. Two en- 
velopes or more a day are average 
minimal doses. Each envelope 
contains but 28 calories. 


FOR YOUR PATIENTS’ PROTECTION 


Be sure you specify KNOX so 
that your patient does not mis- 
takenly get factory-flavored gela- 
tine dessert powders which are 
85% sugar. 


KNOX GELATINE CO. 
JOHNSTOWN, N. Y. DEPT. GP-5 


Please send me brochures on the Knox 
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in everyday practice 


PENICILLIN 
still the antibiotic of first 


choice for common infections . . . 


REINFORCED BY 


TRIPLE SULFONAMIDES 
to increase antibacterial 


range and reduce resistance... 


Three strengths: 
125M, 250M, 500M 


Each tablet contains: 


Announces AMA 
General Practice Section’s Program 


for June Meeting 


Tue program for the Section on General Practice of 
the American Medical Association which will be 
held during the annual meeting June 21-25 in San 
Francisco is announced by Dr. E. I. Baumgartner 
of Oakland, Md., a member of the A.A.G.P. Board 
of Directors and secretary of this general practice 
section. 

Other section officers, all Academy members, are 
Dr. Frederic Ewens of Manhattan Beach, Calif., 
who is chairman; Dr. Lowry H. McDaniel of Ty- 
ronza, Ark., vice-chairman; Dr. Charles McArthur 
of Olympia, Wash., representative to scientific ex- 
hibit; and Dr. Paul A. Davis of Akron, Ohio, dele- 
gate. Dr. Thomas E. Robinson of Salt Lake City, 
Dr. Richard A. Mills of Ft. Lauderdale, Fla., and 
Drs. Ewens, Baumgartner, and Davis comprise the 
executive committee. 

The program is as follows: 


9 a.m., Wednesday, June 23 


Business Meeting 

Report of Delegate 

Scientific Exhibit, ‘‘The General Practitioner and the 
Medical School,” Dr. E. Grey Dimond, chairman of the De- 
partment of Internal Medicine at the University of Kansas 
School of Medicine, Kansas City, Kans. 

Panel conference and symposium on “Pitfalls in Every- 
day Surgery—Diagnosis and Treatment,” Dr. Philip Thorek 
of Chicago, moderator. Participants will be Drs. Roger An- 
derson, Seattle, Wash. ; Claude Hunt, Kansas City, Mo.; Ar- 
nold Jackson, Madison, Wis.; Neal Owens, New Orleans; 


Sidney Fortis, Beverley Hills, Calif.; Peter Rosi, Chicago; 
000 50,000 Kenneth Sawyer, Denver, Colo.; and Waltman Walters, 
units Rochester, Minn. 
Sulfadiazine 0.167 Gm. 
Sulfamerazine . . . . 0.167 Gm. 
Sulfamethazine. . . . 0.167 Gm. 


Supplied: 

Scored tablets in bottles of 50. 
Biosulfa 125M also available 
in bottles of 500. 


9 a.m., Thursday, June 24 


Election of Officers 

Chairman’s Address—‘Surgical Evaluation Committee 
and How It Works,” Dr. Frederic Ewens. 

Scientific Exhibit, *‘Problem Situations in the Treatment 
of Parkinsonism,” Dr. Lewis Doshay, New York City. 

Lecture, ‘The Nonsurgical Treatment of Genital Relaxa- 
tion,” Dr. Arnold H. Kegel, Los Angeles. 

Scientific Exhibit, “Survival and Rehabilitation Following 
Coronary Occlusion,” Dr. Arthur M. Master and Dr. Harry 
L. Jaffe, New York City. 

Lecture, ‘Functional Illness—Medical Enigma,” Dr. 
Robert J. Needles, St. Petersburg, Fla. 
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Lecture, “Common Misconceptions About the Role of 
Drugs in the Prevention and Treatment of Atherosclerosis,” 
Dr. Campbell Moses, Pittsburgh, Pa. 

Lecture, “The Standardization and Efficacy of BCG 
Vaccination Against Tuberculosis,” Dr. Sol Ray Rosenthal, 
Chicago. 


9 a.m., Friday, June 25 


Joint Meeting with Sections on Anesthesiology and Sec- 
tion on Military Medicine. 

Symposium on Pain—Causative Mechanisms—Effects and 
Therapy. 

Paper, ‘A Critical Appraisal of Pain Relieving Drugs,” by 
Dr. Windsor C. Cutting, San Francisco, will be discussed by 
Dr. Carroll B. Andrews, Somona, Calif. 

Paper, “Use of Analgesics and Anesthetics in the Relief of 
Pain,” by Dr. Edward B. Tuohy, Los Angeles, will be dis- 
cussed by Dr. Donald Campbell, San Francisco. 

Paper, ‘The Role of Physical Medicine in the Relief of 
Certain Pain Mechanisms,” by Dr. Allen S. Russek of New 
York, will be discussed by Dr. Daniel Beltz of Los Angeles. 

Paper, “The Pattern of Pain in the Diagnosis of Upper Ab- 
dominal Disorders by Dr. Lucien A. Smith, Rochester, 
Minn., will be discussed by Dr. Charles F. Nelson of Beverley 
Hills, Calif. 

Paper, ‘Problems of Over-Treatment of Surgical Casual- 
ties with Depressant Drugs,” by Dr. Harvey Slocum, Gai- 
veston, Tex. will be discussed by Dr. A. J. Franzi, San Fran- 
cisco. 

Drs. Andrews, Campbell, Beltz, Nelson, and Franzi are all 
Academy members. 


AAG? Commission on Hospitals Studied 
By-Law Changes at Kansas City Meeting 


A SPECIAL meeting of the A.A.G.P.’s Commission on 
Hospitals was held March 6-7 in Kansas City, 
Missouri with Dr. John R. Bender of Winston- 
Salem, North Carolina, chairman of the commis- 
sion, presiding. The meeting was called to com- 
plete development of suggested by-laws for medical 
staffs of hospitals. 

The commission has been working on these sug- 
gestions since March, 1953 when a series of resolu- 
tions were adopted by the Congress of Delegates 
directing the commission to prepare suggested 
standard by-laws for medical staffs of hospitals 
which include provisions for General Practice 
Departments and privileges for general practitioners 
in accordance with the Academy’s recommendations 
as outlined in the Manual on General Practice 
Departments in Hospitals. 

All of the commission members were present at 
the meeting except Dr. Lauriston Keown of Balti- 


more, Md., who was unavoidably absent due to ill- 
ness. 
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in refractory.or 


relapsing cases 


ERYTHROMYCIN 

the antibiotic of choice 
against resistant 
Gram-positive cocci. . . 


REINFORCED BY 


TRIPLE SULFONAMIDES 

to cover Gram-negative bacteria 
and to potentiate 

the erythromycin... 


Each tablet contains: 

Erythromycin. .....- 100 mg. 
Sulfadiazine ..... 0.083 Gm. 
Sulfamerazine ... . 0. 
Sulfamethazine . . . . 0.083 Gm. 


Supplied: 
Protection-coated tablets 
in bottles of 50 and 500. 
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A pause in New England regional education meeting. Shown 
seated (left to right) are Dr. Richard Stetson, Dr. Robert McCombs, 
Mrs. Charlotte Troutwine, Dr. Laurence Ellis, Dr. R. Adelaide Dra- 
per, Dr. Philip Fortin, and Harold F. Brown. Standing (left to right) 
are Dr. Emerson Sylvester, Dr. William Richtmyer, Dr. Hermann 
Derry, Dr. Richard Bellaire, Dr. Harry M. Rowe, Dr. William Put- 
nam, Dr. Michael Shea, Dr. Peter C. Erinakes, and Lt. Col. Wil- 
liam H. Chasen, M.D. 


New England’s Regional Education 
Meeting Draws Large Attendance 


SIXTEEN persons attended the recent New England 
Regional Meeting of the A.A.G.P. Commission on 
Education in Boston, reports Dr. Harold F. Brown 
of Newton Centre, Mass., the regional advisor who 
presided at the meeting. 


In hypertension 
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From the reports of the state chairmen of educa- 
tion, problems concerning such subjects as bolster- 
ing the doctors’ incentive to get postgraduate study 
credit, the scarcity of general practice residencies, 
apparent laxity in turning in credit reports, the 
evaluation of courses for accreditation purposes, and 
preceptorship programs brought forth stimulating 
discussions. 

The state chairmen who participated were: Dr. 
M. S. Shea, Connecticut; Dr. William F. Putnam, 
New Hampshire; Dr. Richard Bellaire, New York; 
Dr. Hermann Derry, Maine; Dr. William H. 
Chasen, Massachusetts; Dr. Peter C. H. Erinakes, 
and Dr. Harry M. Rowe of Vermont. 

The afternoon program was presented by Dr. 
Richard Stetson, physician-in-chief of Boston City 
Hospital; Dr. Laurence B. Ellis, assistant professor 
of Medicine at Harvard; and Dr. Robert P. 
McCombs, professor of postgraduate medicine at 
Tufts Medical School. Their talks were on various 
phases of postgraduate education for the general 
practitioner. 

Others attending the meeting were: Dr. Emerson 
Sylvester of Auburndale, Mass., chairman of the 


program committee of the Massachusetts chapter; 
Dr. Philip Fortin of New Bedford and Dr. R. 


Adelaide Draper of Dorchester, president and cor- 
responding secretary of Massachusetts, respec- 
tively; Dr. William G. Richtmyer of New York; and 
Mrs. Charlotte W. Troutwine of Boston, executive 
secretary of Postgraduate Medical Institute. 

Dr. Brown reports this was a very stimulating 
meeting giving state chapter representatives an 
opportunity to discuss programs and policy on an 
informal basis. 


Future Rural General Practitioners 
To Get Financial Aid at Georgetown 


Part of a fund totaling $200,000 will be used at 
Georgetown University, Washington, D. C., to sup- 
port the education of medical students who plan to 
practice in rural areas, announces the Very Rev. 
Edward B. Bunn, S. J., president of Georgetown 
University. 

The Raskob Foundation for Catholic Activities 
awarded Georgetown $125,000, and an additional 
$75,000 is to be raised by the university for use 
over a four-year period to further medical educa- 
tion and medical Catholic action. 

The interest shown in preparing doctors for 
rural practice is significant because this school, in a 


Serp 
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big metropolitan area, draws its students almost 
exclusively from densely populated areas of the 
Eastern seaboard. To oversee the utilization of the 
grant, which will include scholarships for students 
who aspire to general practice in rural areas, a com- 
mittee made up of alumni of the University has been 
named. GP’s medical editor, Dr. Hugh H. Hussey, 
associate professor of medicine at Georgetown, is on 
this committee. 

It has also been announced that Dr. Hussey will 
conduct a two-day seminar on internal medicine 
for general practitioners during the Annual 
Southern Pediatric Seminar which will be held in 
Saluda, N. C., July 12-24. 


Utah Offers Audio-Visual Seminar 
Kits for Postgraduate Education 


Aupio-VisuaLt Seminar Kits, a new approach to 
post-graduate medical education, are available 
through the Division of Graduate and Postgraduate 
Medical Education at the University of Utah and the 
Utah State Medical Association. , 

The kits were first used on March 1. The only 
cost is the return freight charges and any physician 
may receive a kit by sending a request form, stating 
the kit title desired, to the Director of the Medical 
Education Division, 175 East 21st South, Salt Lake 
City, Utah. The kit will be forwarded as it is 
available. Kits are to be returned within 72 hours 
after receiving them to facilitate prompt distribution 
to other points. 

The kit is a compact unit containing a medical 
discussion recorded on long playing (33144 rpm) 
records, suitable illustrations and color photo- 
graphs on 35 mm. slides and a tabletop slide viewer. 
All the physician needs is a record player to bring 
this medical lecture to his home or office. A trans- 
script of the lecture, an index of illustrations, and 
directions for operation are supplied with each kit. 

Kits now available are: 


A-V Kit No. 1—The Reliability of Radiological Diagno- 
sis” by Dr. William Christensen, professor of radiology, Uni- 
versity of Utah College of Medicine. 


A-V Kit No. 2—‘Radiological Examination of the Chest” 
by Dr. William Christensen, professor of radiology, Uni- 
versity of Utah College of Medicine. 


A-V Kit No. 3—*Lesions of the Cervix and Vulva” by Dr. 
Andrew F. Latteier, clinical instructor in obstetrics and gyne- 
cology, University of Utah College of Medicine. 


A-V Kit No. 4—"The Role of the Blood Smear in Hemato- 


logic Diagnosis” by Dr. James Bush, research fellow in. 


hematology, University of Utah College of Medicine. 


POTENT 


AND FREE OF SERIOUS 
SIDE EFFECTS 


Hypotensive therapy is based upon a 
reduction of blood pressure to safe levels 
with the aim that progressive vascular 
damage may be averted or reversed. 


Vertavis and Vertavis-Phen are among 
the few hypotensive agents available 
which dilate spastic retinal arteries, 
improve cardiac efficiency and circula- 


tion, reverse left ventricular strain 


patterns in the EKG and diminish car- 
diac size. Their effects are accompanied 
by a marked subjective improvement in 
these patients. Marked falls in blood 
pressure have been recorded in the ma- 
jority of patients placed on Vertavis and 
Vertavis-Phen therapy. 


VERTAVIS® and VERTAVIS-PHEN® are 
potent drugs, but they are singularly free 
of serious side effects. Side effects such 
as nausea and vomiting may occur, but 
they are simply more unpleasant than 
serious. In no way do the side effects 
threaten the life of the patient. These 
drugs are safe in long-term therapy be- 
cause they provide the best therapeutic 
benefits of Veratrum viride. Both con- 
tain the newly isolated Veratrum alka- 
loid fraction, cryptenamine, which has 
a unique zone of safety between the 
nausea-producing and the therapeutic 
dose, in contrast to other Veratrum 
alkaloids which have almost identical 
therapeutic-emetic doses. 


Experience has shown that there are no 
safer drugs for the management of 
severe hypertension than Vertavis and 
Vertavis-Phen. 


IRWIN, NEISLER & COMPANY ~ Decatur, Illinois 
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management 
of 


SEVERE 
HYPERTENSION 


the choice of drug that 
will not disrupt sympathetic 
reflexes is important 


The prime objective of Vertavis therapy 

is to stabilize blood pressure with 

lowered arterial tension—without disrupting 
the important sympathetic postural reflexes. 


Vertavis does not disrupt circulatory equilibrium. 
The drug produces widespread vasodilatation 
involving a central mechanism of blood pressure 
regulation. Peripheral resistance is clearly diminished ; 
the load on the heart is materially reduced with 
marked improvement of total circulation. 

Each tablet contains: 


Whole-powdered Veratrum viride 
(containing cryptenamine)...130 C.S.R.* Units. 


*Carotid Sinus Reflex 
Bottles of 100, 500 and 1000. 


Vertavis’ 


An Effective Combination 
with Rauwolfia Therapy 


Vertavis-Phen containing 
grain phenobarbital is 
also available. 
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4 
salicylate 


formulas 


to advance control in 
rheumatic disease 


APPLICATIONS 


3 P-B-Sal-C for routine therapy in rheumatism and 


arthritis. 


& P-B-Sal-C with COLCHICINE for diagnostic and specific 


control in gouty arthritis. 


(B) P-bsal-c with ESOPRINE for greater relief in rheumatic 
disease associated with painful muscle spasm. (Fibrositis, 


myositis and bursitis.) 


4a P-B-Sal-C SODIUM FREE for convenient therapy in rheu- 
"matic conditions complicated by cardid-vascular disease. 


P-B-SAL-C 


BASIC FORMULA AND COMBINATIONS 
Each Tablet Contains 


1. P-B-Sal-C (basic formula) 


Basic formula: plus 

Colchicine........... 0.25 mg. (1/250 gr.) 
3. P-B-Sal-C with ESOPRINE 
Basic formula plus 
Physostigmine Salicylate. .0.25 mg. (1/250 gr.) 
Homatropine 

Methylbromide. .....0.50 mg. (1/125 gr.) 
4. P-B-Sal-C SODIUM FREE 
Ammonium Salicylate... ... 0.25 Gm. (4 gr.) 
(replaces Sodium Salicylate in basic formula) 


(ULMER) 


ULMER 
PHARMACAL 
COMPANY 
Minneapolis 3, 

Minnesota 


Medical News in Small Doses: 


Dr. Fount Ricuarpson of Fayetteville, Ark., 
been appointed a member of the council of the 
Southern Medical Association for a term of live 
years, beginning at the close of the annual meeting 
which will be held this coming November in St. 
Louis, Mo. The appointment was announced re- 
cently by S.M.A. president-elect, Dr. R. L. Sanders 
of Memphis, Tenn. Dr. Richardson succeeds Dr. 
Lowry H. McDaniel of Tyronza, whose term expires 
this fall .. . At the recent seventh annual Michigan 
Rural Health Conference in Saginaw, Academy 
member, Dr. John R. Rodger of Bellaire, served as 
conference chairman. The theme of the meeting was 
“Effects of Industry on Rural and Community 
Living.” ... Dr. U. R. Bryner, immediate past 


‘president of the Academy, has been selected to 


contribute a chapter in a forthcoming book on 
medical economics, to be published by one of the 
country’s leading publishers. Academy members 
will be particularly interested in this book, which 
will be reviewed in GP soon after publication . . . 
The American College of Chest Physicians offers 
three awards annually for the best original contri- 
bution prepared by a medical student on any phase 
of the subject of diagnosis and treatment of chest 
disease. The first prize is a $250 cash award and an 
honor certificate; the other two prizes are certifi- 
cates of merit. Winners will be announced at the 
20th Annual Meeting of the college June 17-20 in 
San Francisco ... The Armed Forces will need 
about 4,500 physicians from civilian life in the year 
following July 1, a Defense Department spokesman 
announces. . .. Sponsors of the Fourth Annual Post- 
graduate Lecture Series presented to the staff of the 
Edward J. Barber Hospital in Lyons, New York dur- 
ing February, March, and April report a very good 
attendance. The series, presented in co-operation 
with the Postgraduate Education Committee of the 
New York Medical Society, was also open to other 
physicians in the county. . . . Thirteen national 
medical meetings being held this year are present- 
ing color television as part of their respective post- 
graduate teaching programs. . . . World Medical 
Association has announced several suggested tours 
and itineraries in conjunction with its Eighth Gen- 
eral Assembly in Rome September 26—October 2. 
. .. The National Conference on Care of the Long- 
Term Patient was held March 18-20 in Chicago. 
The keynote speech was delivered by Leonard W. 
Mayo, Chairman of the Commission on Chronic 
Illness. 
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News from the State Chapters 


Tue sixth annual meeting of the Pennsylvania 
chapter, which will be held May 14-16 at Galen 
Hall in Wernersville, will be highlighted by the 
scientific program on Saturday, May 15. 

Six speakers will present the program. They are 
Dr. Edwin Matlin, vice-president of the Pennsyl- 
vania chapter, who will speak on ‘‘Personal Rela- 
tions”; Dr. Howard B. Sprague from the Massa- 
chusetts General Hospital speaking on “‘The Man- 
agement of Disorders of the Heart Beat”; Dr. 
Nathan E. Silbert of Chelsea, Mass., whose topic is 
nasal allergy; Dr. Francis D. Murphy of Milwaukee, 
Wis., discussing acute renal failure; Dr. Gene 
Stollerman of Irvington-on-the Hudson, N. Y., 
who will speak on prevention of rheumatic fever; 
and Dr. William J. Engel of the Cleveland Clinic, 
Cleveland, Ohio, discussing recurring pyuria in 
children. 

There will also be a banquet and dance following 
the day’s program. Other recreational and social 
activities are planned for the three-day session. 

A grimly disturbing forecast of the number and 
types of casualties that would follow an atom bomb 
explosion in Albany, N. Y. was given to physicians 
attending a recent disaster medicine symposium 
in Albany sponsored by the component chapters of 
the New York chapter around Albany. 

The Erie County (New York) Chapter sponsored 
a Symposium on Acute Infectious Diseases for the 
General Practitioner in Buffalo on Saturday, April 
10. An all-day program was held. 

The Oklahoma chapter reports that its seventh 
annual meeting, which will be held in 1955, will be 
held next February at Oklahoma City. New Offi- 
cers elected at their annual meeting held the last of 
February in Tulsa are Dr. Earl Lusk of Tulsa, 
president-elect; Dr. Roy W. Anderson of Cordell, 
vice-president; and Dr. Elmer Ridgeway of Okla. 
City was re-elected secretary-treasurer. Delegates 
from Oklahoma are Dr. Malcom Phelps of El Reno 
and Dr. M. B. Glismann of Oklahoma City. 

In memory of Dr. C. W. Schumacher of St. 
Louis, Mo., the Essex County, New Jersey chapter 
has donated $100 to the National Building Fund. 
Dr. Aaron H. Horland, president of the group, in 
notifying Mrs. Schumacher, said that Dr. Schu- 
macher, through the St. Louis chapter’s News and 
Views, which he edited, was always an inspiration 
to the Essex County general practitioners. 

A regional seminar on the problems of the aged 
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refractory 
h ypoch romic 


anemias 


quickly restored 
to | normal levels... 


As so often happens during iron therapy, 
patients with nutritional deficiencies rise 
to sub-normal blood hemoglobin levels and 
go no further. This impasse is particularly 
apparent in treating older patients. 

Normal blood levels in most cases are 
quickly restored with Hematovals. Achlor- 
hydria does not complicate this therapy 
because iron content remains in the 
ferrous state during conversion. Hematoval’s 
intrinsic blood factors are suspended in 
soft, elastic capsules for quick 


fluid release. Maximal absorption is 
thus accomplished in the first few 
inches of the duodenum. 

Such management is unusually free 


from gastric discomfort. 


Hematovals 


EACH OVAL CONTAINS 


Ferrous Sulfate USP... 4.5 gr. 
(Fe 58 mg.) 


Liver Dessicated N. F... 2.5 gr. 

Vitamin By2 USP....... 1.0 mcg. 

Acid 0.25 mg. 

Thiamine (HCL)....... 1.0 mg. 

Riboflavin Bz. ........ 1.0 mg. 

Pyridoxine (HCL). ..... 0.25 mg. THE ULMER 

Calcium Pantothenate .. 0.25 mg. PHARMACAL COMPANY 

Nicotinamide ......... 3.3) mg. lis 3, 
DOSAGE 


Oral administration: One or two 
Hematovals at meal times. 
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Gives “remarkable increase in strength, vigor’... 


REDISOL. 


CRYSTALLINE VITAMIN Bi2 


In “pernicious anemia or tropical sprue in re- 
lapse,” not even blood transfusions give “the remark- 
able increase in strength, vigor, and appetite...”? 
induced by large amounts of vitamin B,,. 

Vitamin B,,—REDIsoL—has hemopoietic activity 
of liver?; improves neurologic symptoms—no evi- 
dence of toxicity;? makes the patient “happy to work 


again.” Effective orally, as well as parenterally. 
REDISOL is valuable also in nutritional macrocytic 
anemia; relieves pain in trigeminal neuralgia. 
Quick Information: Dosage forms for a variety of 
indications. Tablets, 25 and 50 mcg.; Injectable, 30, 
100 and 1,000 meg. per cc.; Elixir, 5 mcg. per 5 cc. 
References: 1. J.A.M.A. 153:185, 1953. 2. N.N.R. 1953, p. 486. 


GP © Volume IX, Number 5 


. 
4 
2: 
| 
| 
{ 
140 


and aging was sponsored Feb. 25 by the Sampson 
County group of the North Carolina chapter in 
Clinton, North Carolina. Leading physicians from 
Bowman Gray School of Medicine, Duke University 
School of Medicine, the University of Maryland 
School of Medicine, and the University of North 
Carolina School of Medicine presented the program. 
At the dinner which followed the scientific program, 
Dr. Louis Krause from the University of Maryland 
spoke on “The Art of Medicine As it Applies to 
the Aged and Aging.” 

The Education Committee of the St. Louis 
(Missouri) chapter reports that it has mailed to its 
members a list of postgraduate courses which will 
be recognized for study credits for 1954. St. Louis 
University and Washington University have agreed 
to permit members of the St. Louis chapter to 
audit their seminars free of charge. 

Dr. Walter C. Gray, chairman of the St. Louis 
chapter’s TB Committee, reports that patch tests 
are being given this spring to more than 15,000 
school children in St. Louis. 

At the recent annual meeting of the Alabama 
chapter in Birmingham, Dr. John E. Foster of Line- 
ville was installed as president. Dr. J. Michaelson 


Lay plans for Alabama chapter. Discussing this year’s activi- 
ties are Alabama chapter officers (left to right) Dr. John 
"E. Foster, president; Dr. J. N. Carmichael, chairman of the 
Board of Directors; Dr. J. Michaelson, president-elect; Dr. 
E. Julian Hodges, second vice-president; and Dr. W. P. Baston, 
delegate. 


of Foley was named president-elect and Dr. W. E. 
Doggett, Jr. of Birmingham was elected vice-presi- 
dent of the Northwestern Division. 

Following election of officers, it was decided to 
request every member who had not already contrib- 
uted to the National Building Fund to assess him- 
self at least $10 for that purpose. Alabama reports a 
good attendance at the scientific session as well as 
at the banquet and other social functions. 


In the Tension-Anxiety Syndrome 


Consider PREMENSTRUAL TENSION. 


4 out of 10 female patients of 
childbearing age suffer symptoms 


Symptoms are not relieved by usual r 
sedatives, analgesics, or antispasmodics . 


MINUs 


Preventive for 
Premenstrual Tension and Dysmenorrhea 
Evidence shows that premenstrual tension results from excess 


fluid balance preceeding actual onset of menses. M-MINUS 5 
prevents premenstrual tension symptoms by lowering excess 


Fach tablet contains: fluid balance, reducing stimulus to uterine spasm, and providing 
Pamabrom (2-amino-2-methyl-propanol- effective analgesia. It does not interfere with the menstrual 
1-8-bromotheophyllinate) ..... . 50mg. cycle, and is non-toxic in the prescribed dosages. Vainder 
Acetophenetidin............. 100mg. showed 82% of cases of premenstrual tension and dys- 


menorrhea reiieved with M-Minus 5.(1) 
(1) Vainder, Milton: Indus. Med. & Surg. 22:183 (Apr) 1953 
Send for samples and literature 
LABORATORIES 919 N. Michigan Ave., Chicago, Ill. 


DOSE: One tablet 4 times a 
day, starting 5 days before 
expected onset of menses. 


In bottles of 24 and 100 


> 


With G-E diagnostic x-ray units, you can 
astart small...» 


( of the three General Electric diag- MAXICON line can be built up 
nostic units shown here will give you Fa a step at a time. Add compo- 
the results you have a right to expect within }} nents as you need them, 
the range of service you need. All provide . ; ie 
modern radiographic and fluoroscopic facili- 
ties .. . each is built to the exacting standards 
naturally associated with General Electric. 
And remember — you can get any of these 
units — with no initial investment — under 
the G-E Maxiservice® rental plan. What's 
more, if you want to upgrade or “trade-in” 
your rented unit, there’s no obsolescence loss. 
Get all the facts from your G-E x-ray 


representative, or write X-Ray Department, You can put your confidence in ~ 
General Electric Company, Milwaukee 1, on? f 


Wisconsin, for Pub. F-5. GENERAL ELECTRIC 


MAXISCOPE® gives you every feature you've sought IMPERIAL begins where conventional x-ray units 
in conventional x-ray apparatus — fast, consistent leave off — gives all technics new ease and facility 
results for both radiography and fluoroscopy. with exclusive features previously unobtainable. 


GP © Volume IX, Number 5 


— 
4 
8 
4 
- 
, 
142 
4 


The Arizona chapter’s second annual meeting 
was held February 4—5. The following are the new 
officers: Dr. Harry T. Southworth of Prescott, 
president; Dr. Walton C. Finn of Tucson, presi- 
dent-elect; Dr. Kenneth A. Herbst of Phoenix, 
vice-president; and Dr. Samuel H. Hale of Scotts- 
dale, secretary-treasurer. The three members of 
the board of directors are Dr. Fred C. Gregg of 
Tucson, Dr. R. W. Hussong of Phoenix and Dr. 
Frederick W. Knight of Safford. 

Dr. Daniel A. Tobin is the new president of the 
Sacramento (California) chapter, succeeding Dr. 
Arthur Huntley. Dr. Huntley joins the board of 
directors, composed of all ex-presidents of the chap- 
ter. Other officers for 1954 are Dr. Dino Fanucchi, 
vice-president; Dr. Audley Hale, secretary-treasur- 
er. At this meeting past president’s gavels were pre- 
sented to Drs. Dave Dozier, John Walsh, John 
Long, Jack Rovane, Glenn Miller, and Arthur 
Huntley. 

The Marin (California) county chapter also an- 
nounces new officers. Dr. Thomas L. Grayson is 
president-elect and Dr. Charna G. Perry was re- 
elected secretary-treasurer. 

The first annual meeting of the Oakland county 
(Michigan) chapter was held just after the first of 


the year in Bloomfield Hills. Dr. Norman N. Stein- 
berg was installed as president, Dr. Donald Hoyt is 
president-elect; and Dr. James R. Blakeney is 
secretary-treasurer. 

The Wisconsin chapter announces that its sixth 
annual meeting will be held in Milwaukee Nov. 
29-Dec. 1 in Milwaukee Auditorium. A 26-man 
committee appointed by state president, Dr. C. G. 
Reznichek, has already completed preliminary 
plans. Dr. Clarence C. Gascoigne of Kohler will be 
general chairman. 

Seniors in Wisconsin’s two medical schools, 
Marquette and University of Wisconsin, have been 
invited to submit essays for the third annual Urban 
Schluetter Memorial Essay Contest which is spon- 
sored by the Wisconsin chapter. The best essay on 
“The General Practice of Medicine As a Career,” 
from each school will receive a $1,000 prize. The 
contest is named for the late Dr. Urban Schluetter 
of Milwaukee, a pioneer in the A.A.G.P. 

A one-day symposium, sponsored by the Wis- 
consin chapter will be held June 25 in Wausau. 
This will be the first time the chapter has presented 
two scientific programs in the same year. The 
Wausau location was chosen to benefit members in 
the northern and western portions of the state. 
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OWWALAC MAKES 


DIFFERENCE 


SODIUM DIETS 


IN LOW 


dium die 
serving 


Nutritionally similar to whole milk but with neg- 
ligible sodium content, Lonalac solves the prob- 
lem created by the high sodium content of the 


usual protein foods. 


When sodium intake must’ be sharply restricted, 
protein deficiency is seriously threatened . . . since 
meat and eggs can be used only in small quanti- 
ties and milk, with its still higher sodium content, 
usually must be eliminated. 


With Lonalac supplying the protein equivalent 
of milk, the patient’s nutritional needs can be 
generously met, even on a 200 mg. sodium diet. 


gt 


Lonalac is used just as- s used, as a bever- 
age and in soups, muffins, desserts, etc. It permits 
varied and appetizing meals that encourage pa- 


tients to adhere to a low sodium regimen. 
Lonalac is virtually free of cholesterol. 


Lonalac is supplied in 1 pound and economical 
4 pound cans. Low sodium diet outlines suitable 
for use by patients are available on request. 


Lonalac 


The low sodium, high protein food 
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A series of five postgraduate circuit clinics in 15 
locations in which the Wisconsin chapter is one of 
the sponsors, began March 15. 

The West Virginia chapter held its annual 
scientific meeting May 1-2 in Charleston. The 
program was made up of discussions on surgery 
of the thyroid and biliary tract, obstetrics and 
gynecology, general medicine, and pediatrics. Dr. 
Andrew Tomb of Victoria, Texas was the banquet 
speaker the evening of May 1. 

The forty-second regional chapter in Minois, 
the Salt Creek chapter, was organized January 13. 
Dr. Pliny Blodgett, president of the Illinois chap- 
ter, was present at the charter meeting. Dr. T. J. 
Benton is president, Dr. G. R. Luke is vice-presi- 
dent, and Dr. Richard E. Hall is secretary-treasurer. 

The Tennessee GP, the first full-size state journal 
on general practice, began publication in January. 


BS Growing interest expressed by chapter members in what other chapters are doing, especially 
concerning the annual meetings, warrants a reminder to turn in full reports on such meetings 


It is to be published quarterly by the Tennessee 
chapter. Dr. William Moore Hardy is editor-in-chief 
and W. C. McMurry, Jr. is managing editor. 

The Southwestern Ohio Society of General Phy- 
sicians in collaboration with the medical staffs of 
Cincinnati hospitals presented the Hospital Staff 
Seminar on Feb. 7 in Cincinnati. The program was 
presented by 11 physicians. 

The annual installation dinner and dance of 
the Tarrant county (Texas) chapter was held 
recently with Dr. Cecil Jorns, president of the Texas 
chapter, and Mrs. Jorns as special guests. Drs. G. V. 
Launey and Guy Denton of Dallas were also present. 
Dr. Ray Brashear, the outgoing president, presided. 
Dr. Frank Daugherty, the new president, intro- 
duced the other officers. Dr. Joe Stegar is the new 
vice-president and president-elect and Dr. Dur- 
wood Neal is secretary-treasurer. 


with suitable photographs at the immediate close of the session. A delay of a few days may necessitate 


publishing the story in a later issue. 


GP + May, 1954 


O'Brien and Schweitzer 


By increasing the concentration of bile... 
in the intestine, gastrointestinal motility 
is improved... 


e Gauss 


With the increased flow of bile, the stool becomes 
larger, bulkier, well-formed and moist. Defecation 
becomes satisfactory to the patient, leaving him 
with a sense of well being... 


for smoother laxation 


DOXYCHOL-K 


Samples? Write to Geo. A. Breon & Co., 1450 

Broadway, New York 18, N. Y. Each tablet con- 

tains Ketocholanic acids (3 grs.) and Desoxycholic 

acid (1 gr.). 

® O'Brien, G. F. & Schweitzer, 1. L.: The Med. Clinics of North 
America, W. B. Saunders, 1953, p. 163. 

© Gouss, H.: Am. Jrl. Dig. Dis. 10: 141 (1943) 
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